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CONSTIPATION 


‘ “The substitution of one of the ) 
maltose-dextrins mixtures for milk 
or cane sugar also sometimes re- 
lieves constipation in little babies.” 
Those preparations which contain 
the potassium salts are apparently 
somewhat more laxative than those 
. containing the sodium salts.”  o~ 


MEAD’S DEXTRI-MALTOSE 


AD’S DEXTRI-MALTOSE No. 3 (with 
potassium bicarbonate) is indicated for con- 
stipated babies. Potassium salts added to cow’s 


From Text Books milk cause the formation of a soft coagula and 
softer stools. 
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In human milk there is a preponderance of po- 
tassium over calcium salts, while calcium salts pre- 
dominate in cow’s milk. The calcium in cow’s milk 
tends to cause the formation of large tough curds 
in which are enveloped large quantities of fat. 


~ §$ufficient potassium salts tend to overcome the 
preponderance of calcium resulting in a soft floccu- 
lent curd. By freeing the fat from its envelope of 
casein, it comes in more intimate contact with the 
digestive juices resulting in a better metabolism 
and softer stools. 
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MEAD’'S INFANT DIET MATERIALS are advertised only to 
physicians. No feeding directions accompany trade packages. Infor- | 
& mation in regard to feeding is supplied to the mother by written § 
instructions from her doctor, who changes the feedings fromtime to 
time to meet the nutritional requirements of the growing infant. 
Literature furnished only to physicians. 
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ANGIONEUROTIC EDEMA 
WITH REPORT OF CASE 


Epwin J. Srmons, M.D. 
Swanville, Minnesota 


NGIONEUROTIC edema was first described 

by Stolpertus in 1778. Either his descrip- 
tion was inadequate, or it has simply been lost in 
the maze of ancient documents, for Milton is 
conceded to be the first recognized author on 
the subject. His work consisted of reports of 
four cases, and a questionable fifth one presented 
to the Medico-Chirurgical Society of London and 
published in the Edinburgh Medical Journal of 
1878. Two years before, he had published one 
of these case records. Bannister, Goetz, and 
Laudon, in 1880, each recognized instances of 
the same affliction, and made known their experi- 
ences with it through the columns of different 
medical periodicals. 

As a result of a very comprehensive study of 
the malady, which appeared under the title of 
“Acute Circumscribed Edema of the Skin,” in 
1882, Quincke has been honored in that the syn- 
drome has since borne his name. In the same 
year another milepost was passed in the dis- 
covery of the hereditary form by Dinklelaker, 
one of Quincke’s students. Strubing, in 1885, 
first suggested the name of “Angioneurotic 
Edema,” under which title most subsequent 
records have been made. Though Dinklelaker, 
Strubing and Falcone observed the hereditary 
form previously, Osler, in 1888, added to the 
literature the first striking example of the in- 
herited type of the disease. His article gave the 
history of a family in which it was present in 
five generations, and some years later he found 
the sixth generation of the same family affected. 

Cassirer, in 1901, collected 210 cases from the 
‘iterature, and in a very lengthy monograph de- 
picts the various phases of the subject more 
tliaroughly than had been done before. Also de- 
serving of mention is Bullock, who, in 1909, col- 
lected 170*cases. His work is particularly val- 


uable for its treatment of the familial transmis- 
sion of the disease. The literature has gradually 
but steadily increased with but few real mo- 
mentous contributions. Among those of greater 
importance are the articles by Crowder and 
Crowder on the familial form, the works of 
Williams, Phillips and Menagh on etiology, and 
the papers of Fox, Morris, Harbitz, Griffith, 
Wason, and Harrington concerning the pathology. 


CLINICAL FEATURES 


Angioneurotic edema is characterized by 
transient edematous swellings of various sizes 
having predilection for the face, hands, arms, legs, 
gluteal regions, genitalia, and throat. Sometimes 
allied with these swellings are nausea, vomiting, 
diarrhea, colic, melena, hemiplegia, hematuria, 
cardialgia, and death from edema of the glottis. 
The swellings vary in extent, and are raised, 
usually markedly, above the level of the sur- 
rounding tissue. They are usually pale in color, 
though at times they are described as pink or 
erythematous. In consistency they are firm, 
elastic and do not pit on pressure. Accompany- 
ing the edema may be found such sensations as 
prickling, pain, burning, itching and a feeling of 
tension. The duration varies from a few hours 
to several days. These lesions during the early 
course of the disease appear at intervals of one 
or more months. Later the intermissions are 
shorter, varying from several days to one or two 
weeks. In some cases, as for instance that of 
Matas, the periodicity is very striking. 

Besides the superficial skin lesions, there is 
often involvement of the pharynx and glottis, 
the stomach and intestines, the brain, lungs, heart, 
and genito-urinary system. Death most fre- 
quently occurs in the hereditary cases from ede- 
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ma of the glottis. Mortality has been reported 
as high as 51.5 per cent in one series. 


INCIDENCE 


As to sex incidence, Cassirer found, in his 
series of 210 cases, 111 males and 99 females af- 
fected. Menagh in a series of 260 cases of 
urticaria or angioneurotic edema, which were not 
more definitely classified, discovered that 168 
were females and 92 males. From a small series 
of 123 cases collected from the literature for 
this paper, 66 were males, 51 females, and in six 
cases the sex was not stated. These figures rep- 
resent some of those cases considered in Cas- 
sirer’s statistics. In Osler’s inherited cases, 
there were seven males and ten females. Crow- 
der cites 13 males and 14 females afflicted. In- 
cluding these instances of the familial type the 
present series shows 27 male cases, 26 female 
cases, and one in which no sex was mentioned. 

No statistics have been noted concerning the 
age incidence. This fact may be due to varia- 
tion in stating the patient’s age, some reports 
giving the age when first subject to the disorder, 
others giving the age of the patient when first 
attended regardless of age at onset, and still 
others giving only the age at time of death. As 
a consequence, statistics on this aspect of the 
question may be incorrect and variable. From 
the 89 cases found, with stated ages at the time 
when first seen by medical attendants, the aver- 
age age is found to be 28.2 years. The age most 
frequently encountered is 30 years, there being 
six instances at this period of life and only five 
at twenty-one years, the age next in frequency. 
Other ages show a range from one week to 
ninety years. 

ETIOLOGY 


It was from the point of view of seeking a 
relation in etiology of the two groups, inherited 
and allergic, and in an effort to study the pathol- 
ogy, that this paper was first suggested. Even 
though one class of cases is of familial origin 
could not they, too, result from allergy or ana- 
phylaxis? A great deal of work has been done 
in this field, and an effort will be made to present 
the views of the various authors and to correlate 
their work with the hope that it may point the 
way to a common cause. 

Causes or exciting factors of all of the 69 cases 
of the allergic group are listed below as given by 
the different authors. 
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I. Psychic: Fear, anger, grief, fright, anx- 
iety, mental shock, excitement, prolonged 
or arduous mental application, psycho- 
neuroses or neurotic persons of families. 
Thermic: Exposure to cold, sudden 
changes from warm to cold surround- 
ings or vice versa. 

Mechanical: Exhaustion or great fa- 

tigue, slight traumatisms, riding on bi- 

cycle, train or horseback. 

Chemical : 

A. Hypersensitiveness to foods: 
Spiced fish, fresh pork, fresh or 
canned fish, oyster stew, pork and 
lard, oats, tea, cheese, milk, grapes 
and beer, strawberries, excessive 
salt, scallops and Camembert cheese, 
walnuts and chocolate, animal and 
vegetable albumen, farinaceous 
foods, zwieback, macaroni, bread, 
eggs, tomatoes, sea fish, honey. 
Hypersensitiveness to infection or 

bacteria : 
Gonococci, streptococci, staphylococ- 
cus citreus and albus, tonsillitis, eth- 
moidal and sphenoidal sinusitis, ap- 
pendicitis, frontal and maxillary si- 
nusitis, biliary tract infection. 
Hypersensitiveness to drugs: 
Arsenobenzol, morphine withdrawal, 
alcohol, withdrawal of gardenal and 
pilocarpine, acetylsalicylic acid, thy- 
mol and quinine. 
Hypersensitiveness to 

stances : 
Rubber dental plate, timothy, flax- 
seed, clover and ragweed. 

Associated with other diseases or physi- 
cal deficiencies: Migraine, rheumatism, 
urticaria, asthma, hay fever, edematous 
purpura and eczema, constipation, onan- 
ism, atypical adiposis dolorosa, metabolic 
disturbances, depletion of thyroid hor- 
mone, disharmony or dysfunction of the 
ductless glands, toxic elements found in 
the gastro-intestinal tract, toxins of 
arthritis or purpura. 


other  sub- 


With as varied a list of etiologic factors as 
has been noted above, can any one term be used 


which will be all-inclusive? If one cause alone 
can be held responsible for those of the allergic 
class of cases, can it also be attributed as the 
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cause of the hereditary form? Perhaps the most 
conclusive way to answer these questions will 
be the citation of the views of some of the writ- 
ers on the subject. 

Osler does not place too sharp a line of de- 
marcation between urticaria and angioneurotic 
edema. Menagh has classed the two conditions 
together in his search for their cause. McKenzie 
points out that the crisé hemoclasique described 
by Widal and his associates is an interesting ac- 
companiment of urticaria and later adds, ‘““What 
has been said in the section on urticaria concern- 
ing the role of allergy in the etiology of that con- 
dition applies equally well to angioneurotic ede- 
ma.” In speaking of the causative agent in a 
paper on angioneurotic edema, Joltrain, Morat, 
and Ley Jacques bring forth the fact that Widal, 
Abrami, and Gennes have shown that, for the 
production of urticaria, what is known as a col- 
loidoclastic diathesis is necessary which is de- 
pendent upon two factors: (1) disequilibrium 
of the neurotonic system, and (2) dysfunctioning 
of the endocrine glands. While discussing the 
cause of hay fever, asthma, nasal hydrorrhea and 
urticaria, Williams remarks that the present con- 
sensus of opinion seems to be crystallizing into 
the belief that underlying most cases is an ana- 
phylaxis. He continues, “Selfridge, Gottlieb, 
Miller, Baetjer, Lermoyez and Shea all make ref- 
erence to the allergic or anaphylactic origin of 
one or more of these vasomotor disturbances. 
There seems to be a growing tendency to con- 
nect these vasomotor neuroses with a disharmony 
or dysfunction of the ductless glands.” In this 
matter Austrian says that, inasmuch as there is 
a familial tendency to dysfunction of these 
glands, as well as to the development of angio- 
neurotic edema, it would be interesting to study 
cases of the latter for evidence of endocrine dis- 
ease. There is a class of cases in which typical 
symptoms are brought about by exposure to cold. 
Lermoyez explains these cases as manifestations 
of hemoclastic shock. Pagniez and Pasteur Val- 
ley express the view also that the cause of an- 
gioneurotic edema is anaphylaxis, “which Widal 
and his students call a hemoclastic crisis that pre- 
cedes the skin crisis.” Anaphylaxis, according 
to Ravogli, plays a leading role in the etiology, 
and Menninger has found that most recent work 
shows the disease to be a manifestation of con- 


genital or acquired hypersensitiveness to foreign 
protein, 


The views of Crowder and Crowder are ex- 
pressed as follows: “A point that seems not to 
have been considered sufficiently heretofore is 
that of specific or non-specific protein sensitiza- 
tion after the manner of anaphylaxis. The his- 
tory of idiosyncrasies in certain families, such as 
the tendency to hay fever and asthma, or the sus- 
ceptibility to certain foods, has long been known. 
Similarly, a high degree of spontaneous sensiti- 
zation to foreign proteins, specific or non-specific 
in character, and often multiple, with a distinct 
tendency for it to occur in families in which there 
is much evidence of inherited sensitization being 
transmitted as a dominant characteristic accord- 
ing to the Mendelian Law, has been recently 
pointed out by Longcope. Herein may lie the 
explanation of angioneurotic edema. It offers 
the most fertile visible field for future investiga- 
tion. If inheritance is a factor, it can not be 
simply by means of passive transfer from mother 
to offspring, but in some instances at least would 
seem to be a true inheritance of cell character- 
istics derived from one of the parents. In the 
important work published by Cooke and Vander 
Veer they have shown from a clinical study of 
the family history of 621 patients suffering from 
evidences of protein sensitization, chiefly hay fe- 
ver, that sensitization affects members of families 
in proportions which closely approximate the 
theoretical figures of the Mendelian Law. They 
believe that the inheritance consists in the trans- 
mission of a tendency to sensitization only, and 
not to the sensitizing substance itself. They 
look upon angioneurotic edema as a true anaphy- 
lactic reaction.” ° 

Prevalent opinions as expressed by Phillips are 
that either a congenital hypersensitivity or al- 
lergy, or else a tendency to become artificially 
sensitized to a foreign protein (anaphylaxis), is 
probably an inherited characteristic of the cyto- 
plasm. Although human sensitization is be- 
lieved to be non-specific in character, “Angio- 
neurotic edema, curiously enough, is often trans- 
mitted as a specific condition.” 

“There are many questions,” continues Phil- 
lips, “regarding the inheritance of angioneurotic 
edema that are not clear. One is the sudden ap- 
pearance out of an untainted ancestry of an in- 
dividual afflicted with the disease. Some of these, 
but not all, transmit the condition to their off- 
spring. The inheritance of familial angio-neu- 
rotic edema is almost in an unbroken line in 
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figures closely approximating in mathematical 
exactness to those expected from a dominant, 
while that of sporadic cases is likely to alternate 
with other manifestations of hypersensitiveness. 
Another feature is the occasional skip of one or 
more generations in the line of inheritance, al- 
though these breaks may be partially explained 
by some individuals showing symptoms late in 
life and in some cases by those who may be ap- 
parently healthy, but give positive cutaneous re- 
actions to two or more foreign proteins, also by 
those who may be born hypersensitive but be- 
cause of environment never come in contact with 
their exciting allergen and hence do not display 
. clinical symptoms.” 

Concerning the distinction between anaphylaxis 
and allergy the former, according to Hiss and 
Zinsser, is the broader term and includes the al- 
lergie of von Pirquet. Their text also maintains 
that anaphylaxis is directly transmissible by in- 
heritance. 

These views might possibly be considered to 
indicate that the cause of both the allergic and 
hereditary forms of angioneurotic edema may be 
attributed to anaphylaxis. Such anaphylaxis 


may be either congenital or acquired, preceded 
by or concomitant with a crisé hemoclasique, 
which, in turn, is dependent upon disequilibrium 
of the neurotonic system and dysfunction of the 


endocrine glands. This crisis appears funda- 
mental in the development of angioneurotic 
edema. 

PATHOLOGY 


For some time during the earlier history of 
the disease, opportunity for study of its pathol- 
ogy was lacking. In later years the true pathol- 
ogy has been pointed out by experimental work, 
biopsy, necropsy and laparotomies in those cases 
with concurrent abdominal findings. Fox, 1902, 
first described wheals in the stomach of a cat, 
dog and rabbit. Griffith, in 1902, Morris, 1904, 
and Harbitz, 1911, described the pathologic anat- 
omy. Laparotomies by Sutherland, Burrows and 
McRae added information on the subject. For 
this phase of the question reports on a case which 
died of edema of the glottis, those concerning 
the gastric mucosa and one laparotomy will be 
included. 

Only one reference could be found offering a 
description of the pathology of the skin lesions 
themselves. Such superficial edema is charac- 
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terized as a severe urticaria with exudation of 
serum, leukocytes and occasionally red blood cells 
into the interstitial tissues. 

In the necropsy communications of Wason the 
records are as follows: “There was an extreme 
edema of the epiglottis, aryepiglottic folds, cunei- 
form and corniculate tubercles so that their out- 
lines were obliterated. Only two large swollen 
translucent vertical lips were seen which com- 
pletely approximated each other except for a 
tiny diamond-shaped orifice not more than one 
mm. in its greater diameter. The lungs were 
voluminous and purple. They had a somewhat 
doughy, homogeneous consistency and pressure 
on either lung caused pink, frothy fluid to exude 
into the trachea. Occasional pin-point hemor- 
rhages were seen over the pleural surface. 

“Microscopically . . . in the pharynx the picture 
was also mainly one of edema involving mucosa, 
muscle tissue and deeper sub-muscular tissue. 
The blood vessels and lymphatics were moderate- 
ly dilated. The cells here were chiefly of the small 
mononuclear type, although a few polymorphonu- 
clears and large mononuclears mingled with 
them. 

“The condition described above is that of an 
extreme edema of the respiratory tract with a 
mild and variable type of cellular reaction. In 
some sections of the lungs and pharynx the pic- 
ture is not unlike that sometimes seen following 
protein sensitization, a predominance of monont- 
clear cells.” 

This statement, in view of the fact that pro- 
tein sensitization is an anaphylactic phenomenon, 
may be said to lend confirmation to the views 
expressed regarding etiology. The following de- 
scription of the microscopic examination of the 
stomach mucosa, since it agrees with these details 
of pathology, may be considered further indirect 
proof. 

Very frequently abdominal symptoms are en- 
countered in the disease. On the gross findings 
discovered by laparotomy, Harrington may be 
quoted as saying, “There was a good amount of 
clear, free fluid among the intestines, and filling 
up the pelvis. The intestines themselves were 
engorged with blood, and so red that a mild peri- 
tonitis was at first suggested. There were no 
hemorrhagic areas in the intestinal walls, but at 
a point within a short distance of the ileocecal 
valve a cylindrical enlargement of the ileum two 
and one half inches long was brought to light 
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which entirely surrounded the gut, increasing the 
bowel circumference to twice its ordinary size. 
The swelling was evidently in the bowel wall, 
elastic to touch and did not pit on pressure. It 
can be easily understood how such an infiltration 
could derange peristaltic action of the intestine. 
The enlargement of the intestines and the free 
fuid were explained by the violent peristalsis 
brought on in the effort to force down the lesion, 
which was actually in the intestinal wall.” 

During an attack of the edema, which was ac- 
companied by marked colicky pains and vomit- 
ing, in an effort to relieve these symptoms, gas- 
tric lavage was attempted, which resulted in the 
accidental removal of a piece of tissue with the 
stomach tube. Morris, who described the case, 
made the following report: ‘Microscopically the 
tissue proved to be the gastric mucosa, most 
probably from the pyloric end, the character of 
the sections corresponding in general to that of 
the glands from the pyloric end of the human 
stomach. The entire tissue presented the picture 
of an extreme edema of the interstitial tissue, the 
lymph spaces and vessels being enormously di- 
lated, the cells of the stroma being separated by 


wide spaces or vacuoles and the supporting fibers 
in many places separated into their ultimate fibril- 
le. The edema, however, was chiefly confined to 
the interstitial tissue, hence the suspicion of the 
tissue having been water-soaked was not sup- 


ported. The appearance of the vacuole in the 
stroma and the dilation of the lymphatics gave, 
moreover, the impression of a fluid confined un- 
der pressure. Numerous small round cells were 
present in many areas to a greater extent than 
is found in normal gastric mucosa. From all the 
appearances a diagnosis of ‘extreme edema of 
the gastric mucosa, non-inflammatory in origin’ 
was given.” 
CASE REPORT 


The following case history is given as an exam- 
ple of the allergic type of angioneurotic edema 
because no other case has been found to have re- 
sulted from phenobarbital (luminal). Points 
which seem to substantiate the diagnosis are: 
(1) the very nature of the lesions; (2) their dis- 
tribution over the usual sites of predilection; (3) 
the periodicity; (4) the good health of the pa- 
tier: except as noted; (5) the milder exacerba- 
tis of the angioneurotic edema on subsequent 
€X\. Gmental.repetition of smaller doses of lumi- 


nal; (6) the clinical course. Menninger defines 
the usual rash from phenobarbital as maculo-pap- 
ular (scarlatinaform) or urticarial. He cites 
cases of these rashes which appeared on three 
patients out of a total of 400 to whom luminal 
was administered. 

Mrs. W. A., Jr., 33, white. 

At noon on July 30, 1928, the patient first presented 
herself at the office complaining of a rash, burning, 
itching, swelling and redness. She first noticed the 
eruption on the inner aspect of the right thigh at five 
o’clock the same morning. At that time she applied 
Vick’s Vapo-rub and the lesion disappeared. Before 
subsiding, it involved an area three inches in diameter, 
was raised three or four millimeters above the level 
of the surrounding skin, and had a pink border with 
a pale, white center. 

About an hour after its first appearance, the rash 
again was noticed beginning with burning and itch- 
ing over the back of the neck. Of the same nature as 
the initial lesion on the thigh, the second outbreak grad- 
ually spread to involve the entire back of the neck and 
the greater portion of the scalp. She described the 
sensation provoked by saying that her neck and scalp 
felt as though they “were full of pimples.” Gradually 
ever a two hour period the swelling spread down the 
back and over the arms and hands, the right wrist be- 
coming quite swollen. 

By noon she was so uncomfortable that she sought 
relief from a physician, who gave five minims of 1 to 
1,000 adrenalin chloride, waited fifteen minutes and re- 
peated the medication. Within thirty minutes the rash 
and its attendant burning had disappeared. However, at 
about five o’clock in the afternoon, her troubles began 
again with pink, raised, itching and burning areas de- 
veloping over the arms, legs, feet, trunk and posterior 
portions of both cheeks. Gradually the swellings be- 
came larger and more uncomfortable until at eight 
o’clock she resorted to a repetition of adrenalin, which 
was followed by ephedrine capsules. 

She then went to bed and rested well until three 
o’clock in the morning (July 31, 1928), when she was 
awakened by a “tight feeling” and swelling of the arms, 
wrists, hands, feet, ankles, and lower portions of both 
legs. She took a second ephedrine capsule, which, 
within an hour, relieved the tense feeling and burn- 
ing. Five hours later all her symptoms reappeared. 
and again the adrenalin was repeated. At the onset of 
these lesions, cramps in both wrists and ankles, in- 
cluding the flexors of fingers and wrists, toes and 
ankles, first began. Hot packs and massage relieved 
the cramps in forty minutes. 

On the morning of the third day, the soles of the 
feet itched slightly, and the feet were swollen. Adren- 
alin was again given by hypodermic injection and the 
ephedrine capsules discontinued. Her progress was 
satisfactory and uneventful until the same evening, 
when she suddenly developed a “tight feeling” and 
swelling in the throat. The pharynx was painted with 
adrenalin. Cold packs to the neck and a gargle were 
advised, and her symptoms abated. 
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In the late afternoon of the fourth day she again 
developed cramps and swelling of the wrists, hands, 
ankles and feet, marked edema of the upper lip, a 
sense of constriction about the chest, dyspnea, swelling 
of the genitalia and a sensation of “floating away.” 
This exacerbation lasted two hours and twenty minutes, 
after which time she was taken to a hospital. 

Her progress at the hospital was uneventful except 
for occasional recurrences of the swellings for ten 
days. While confined to bed she was taken off all food 
for 24 hours, and her diet was then built up by adding 
one new food for each twenty-four hour period. This 
course was pursued until she was on a general diet 
without the revelation of any food idiosyncrasy. 

On the night before the rash first appeared she had 
taken five grains of aspirin and one and a half grains 
of luminal for a headache. She had never taken lu- 
minal before. During her stay in the hospital, smaller 
doses of luminal were given twice and this process re- 
peated once upon her return home. After each admin- 
istration, within twelve hours, the symptoms all re- 
turned, but in a much milder degree. 

Physical examination revealed, in addition to the 
findings mentioned above, a sluggishness of the pupil- 
lary reaction to light, slightly enlarged cervical and 
inguinal glands, hyperemic and cryptic tonsils, tender- 
ness to deep pressure in the lower left abdominal 
quadrant and dermographism. Her blood pressure was 
below normal during the second day of illness. Tem- 
perature reached 99.2 degrees F. and 99.0 degrees F. 
twice while in the hospital. 

Laboratory tests showed a negative urinalysis 
throughout with the exception of a faint trace of al- 
bumin on two separate occasions. Leukocyte count 
was 10,400 on the second day at the hospital. Red 
blood count and hemoglobin were normal. Wasser- 
mann test was reported as hemolyzed, and it was not 
repeated. Basal metabolism was found to be plus 15. 
No hereditary features were discoverable in the fam- 
ily history. Past history revealed nothing that had 
any bearing on the present illness. 
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THE VALUE OF CONSERVATIVE OPERATIONS IN IRREMOV- 
ABLE LESIONS OF THE STOMACH* 


Dona.p C. Batrour, M.D. 
Rochester, Minnesota 


HE treatment of chronic gastric ulcer may be 

properly assumed to be surgical. The vari- 
ability in the size of the ulcer, the site and the 
complications are such as to make indisputable 
the fact that the most effective surgical proce- 
dures must be varied correspondingly. Whatever 
the surgical procedure, however, there are many 
reasons why the treatment should include, if 
feasible, the removal of the lesion. The methods 
by which such removal is accomplished again 
vary according to the age and condition of the 
patient, the size, situation, and complications as- 
sociated with the ulcer, and the experience of the 
surgeon. 

It is not my purpose here to deal with the cases 
of gastric ulcer in which the lesion is removable, 
but to discuss cases in which the ulcer is so sit- 
uated that removal, although technically possible, 
would not be, at least at the time, in the best in- 
terests of the patient. Fortunately the latter 
cases are rare. It is this group of cases which 
I shall discuss, particularly from the standpoint 
of treatment and the results of treatment. 

Lesions in which primary removal has not been 
attempted are usually situated in the fundus of 
the stomach, occasionally in the body, and rarely 
in the pyloric end. The roentgen ray provides 
the most accurate means of locating the lesion, 
and will give valuable information as to the pos- 
sibility of maligancy. The ever-present ques- 
tion whether or not a given lesion of the stomach 
is malignant should never result in confusion or 
prolonged debate, since it is well known that 
there is no positive method of determining pre- 
operatively whether the lesion is malignant. The 
only safe rule to follow is never to deny a patient 
exploration of a gastric lesion unless obvious 
metastasis is present. The diagnostic study of 
such a lesion, therefore, should not include any 
unwise attempt to determine its character, other 
than what may be obvious in the assembling and 
interpretation of all available information. The 
indications for surgical intervention in such cases, 
are, therefore, usually clear, and they are ap- 
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parent to the patient, since the symptoms are 
often severe, the disability marked and well di- 
rected measures of relief have failed. 

Even in cases in which pain is insignificant, it 
is unwise to share the responsibility of agreeing 
to any treatment other than surgical, unless seri- 
ous lesions of the heart and so forth contraindi- 
cate operation or unless the gastric lesion is small, 
and medical treatment has not been tried; in 
such cases medical treatment may be substituted 
for a reasonable length of time under close su- 
pervision. With the exception of these few cases, 
operation should be carried out without delay and 
the fact that many of these lesions are associated 
with extensive extragastric, subacute, inflamma- 
tory products renders the patients susceptible to 
rest in bed, adequate fluid intake, bland diet and 
gastric lavage for a few days prior to operation. 
By such preoperative care the difficulties of oper- 
ation are lessened, and the safety correspondingly 
enhanced. 

The incision can be varied according to the 
site of the lesion. If the roentgenogram has 
shown the lesion to be in the fundus, a left rectus 
incision has advantages, and no disadvantages, 
since it is usually wise even if other lesions are 
found to postpone whatever treatment may be 
necessary until a more appropriate time. For 
lesions in the body of the stomach, or in the an- 
trum, a median-line incision is adequate. 

A very important rule to follow in the exam- 
ination of a gastric lesion is never to decide 
quickly that it is irremovable. I have found 
repeatedly that lesions which, because of their 
situation and extensive fixation to liver or to 
pancreas, appeared to be irremovable could, by 
mobilizing uninvolved portions of the stomach 
and freeing the attachments, be converted into 
lesions suitable for resection, excision, excision 
combined with gastro-enterostomy, or a two-stage 
method of removal. The lesion in the body of 
the stomach can usually be removed, and should 
be removed, but occasionally the lesion itself or 
the extragastric involvement or both are such as 
to make removal at the time unwise. The ques- 
tion of possible malignancy in such cases can 
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usually be settled by the reflection that if such 
lesions with wide extragastric infiltration are ma- 
lignant, permanent cure is probably out of the 
question. 

Lesions in the antrum or near the pylorus may 
offer the greatest difficulty in the determination 
of the best treatment. If the lesion is clearly 
on the gastric side and the inflammatory process 
extensive, and if the patient is in poor condition, 
removal may be unwise. Fortunately such cases 
are rare. If the inflammatory mass involves the 
pylorus and the periduodenal tissues, and the 
crater cannot be identified, there is good reason 
to suspect that it is on the duodenal side and re- 
moval is unnecessary. 

There are four procedures in cases of gastric 
lesions in which it has been proved, after most 
careful inspection, that attempts at removal 
should not be made: (1) posterior gastro-enter- 
ostomy; (2) anterior gastro-enterostomy; (3) 
jejunostomy, and (4) partial gastric exclusion. 

For irremovable lesions in the fundus, the 
choice lies between posterior gastro-enterostomy 
and jejunostomy. If the patient is advanced in 
years, or if the history is brief and secondary 
anemia is marked in the absence of gross bleed- 
ing, carcinoma is suggested; in such cases pos- 
terior gastro-enterostomy is preferable. This op- 
eration can usually be performed, since the pos- 
terior attachments are so high that an ample 
amount of stomach can be mobilized below the 
lesion to permit satisfactory anastomosis. W. J. 
Mayo early called attention to the fact that ap- 
proximately 50 per cent of non-malignant gastric 
ulcers could be cured by gastro-enterostomy 
alone. The frequently quoted statement that 
gastro-enterostomy should be carried out prox- 
imal to the lesion cannot be applied in such cases. 
Conditions of obesity, previous operations, or 
a small fixed stomach may make anterior gastro- 
enterostomy preferable, and, to insure proper 
drainage, entero-anastomosis should be added. I 
have not found that entero-anastomosis has any 
disadvantages in cases of gastric ulcer, and it is 
a very important factor of safety. In younger 
patients, and when it appears probable that the 
lesion is benign, jejunostomy offers a good pros- 
pect for the healing of the lesion. In a number 
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of cases I have observed complete disappearance 
of the lesion after a few weeks of feeding 
through the jejunostomy tube, without recurrence 
following removal of the tube. The length of 
time for the tube feedings will depend on roent- 
genologic evidence as to what changes are taking 
place in the lesion. If supplementary oral feed- 
ings become advisable they should be based on a 
strict antiulcer regimen. It is possible in some 
cases to reoperate on the patient after some 
weeks and excise the lesion, because of sub- 
sidence of the inflammatory changes in and about 
the lesion. 

For irremovable lesions of the body of the 
stomach, anterior gastro-enterostomy is usually 
found to be the method of choice, since the 
lesions are almost always on the posterior wall, 
making a satisfactory posterior anastomosis dif- 
ficult. Again in such cases, if the lesion becomes 
less active under the influence of the gastro- 
enterostomy, but is shown by roentgenologic evi- 
dence to persist and the patient’s condition has 
sufficiently improved, secondary operation can be 
advised for removal of the lesion. 

For irremovable lesions near the pylorus and 
definitely on the gastric side, partial gastric ex- 
clusion is a most useful type of operation. The 
stomach is divided well above the lesion, the 
pyloric stump closed, and the end of the upper 
segment brought down as a posterior or anterior 
end-to-side gastro-jejunostomy. The relief of 
symptoms in such cases is complete and, if the 
lesion is not malignant, is usually permanent. If 
the lesion is malignant, protection against subse- 
quent disagreeable symptoms, particularly ob- 
struction, is usually complete. Important, too, 
is the possibility, following such exclusion of the 
lesion, of lateral removal of the pyloric segment 
with the lesion. 

The principle, therefore, of a conservative type 
of operation in cases of irremovable gastric 
lesions is an important one, and although primary 
radical removal can be accomplished in some 
cases, it would be, even in the hands of a surgeon 
who has had a large experience with such lesions, 
more of a surgical feat, with doubtful immediate 
or remote results, than an operation in the best 
interests of the patient. 
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CARCINOMA OF THE THIRD PORTION OF THE DUODENUM, 
WITH A BRIEF REVIEW OF THE LITERATURE 


R. S. YivisaKer, M.D. 
Minneapolis 


AMES EWING, in his “Neoplastic Diseases,” 

gives perhaps the most comprehensive review 
of the literature on the subject of carcinoma of 
the small intestine in general and of the duo- 
denum in particular. He cites the following sta- 
tistics from various authors: 

1. Stengel—8.5 per cent of all carcinomata 
originate in the intestinal tract. 

2. Brill—2.5 per cent of all carcinomata of 
the intestinal tract arise in the small intestine. 

3. Geiser—4 per cent of all intestinal carci- 
nomata occur in the duodenum. The average 
age of these cases is 54 to 56 years. 

Denver M. Vickers, in an article in the Annals 
of Surgery for February, 1925, states the fol- 
lowing : 

1. Various writers state that carcinomata of 
the intestines comprise from 2.5 to 9.2 per cent 
of all the carcinomata, excluding those of the 
stomach. 

2. Forque and Chavin reviewed 88,031 au- 
topsies and found that 0.5 per cent of all car- 
cinomata occurred in the small intestine. 

3. Collected statistics from eight different 
authors give 9.9 per cent of intestinal carcino- 
mata as being in the small intestine and 4.5 per 
cent in the duodenum; 0.34% of all carcinomata 
arise in the duodenum. 

4. McGuire and Cornish in 1920 tabulated 
sixty-six cases of carcinoma of the duodenum 
and sixty-nine of carcinoma of the jejuno-ileum 
from the literature. Per unit length, the jejunum 
was least frequently involved. 

All authors, in writing on carcinoma of the 
duodenum, divide the latter into three divisions 
—the first or parapyloric or supra-ampullary, the 
second or peri-ampullary, and third or infra- 
ampullary or prejejunal. All agree that of carci- 
noma of the duodenum, those of the second por- 
tion are by far the most frequent, and those of 
the third portion the most infrequent, being one 
of the rarest of all tumors. Most of duodenal 
carcinomata arise in or about the papilla of 
Vater. Eusterman, Berkman and Swan (Annals 


of Surgery, August, 1925) reported fifteen cases 
of carcinoma of the duodenum from the records 
of The Mayo Clinic. Of these, six were in the 
first portion, six in the second, and three in the 
third. However, Ewing states that of Rolleston’s 
forty cases, only eight were in the first portion, 
while twenty-four were in the second, and three 
in the third; and of Geiser’s seventy-one cases, 
eleven were in the first portion, fifty-one in the 
second, and nine in the third. 

Symptoms of carcinoma of the duodenum, 
once they arise, are usually progressive, and in- 
crease rapidly in severity. This is especially 
true of carcinoma of the second portion of the 
duodenum involving the papilla of Vater. Car- 
cinoma of the first portion gives rise to symptoms 
closely simulating pyloric obstruction. Ewing 
states that most of these follow benign ulcers. 
Other writers state that this is rarely the case. 
In carcinoma of the second portion, jaundice is 
an early and important symptom. The Rochester 
report is the only one which disagrees with this. 
In their cases, jaundice was usually only a ter- 
minal event. However, Ewing also writes that 
jaundice may be absent and the gastric symptoms 
may be prominent. Carcinoma of the third por- 
tion may give rise to dilatation of the duodenum 
above the stricture, if this is present, with gas- 
tric symptoms and vomiting of considerable 
quantities of bile and pancreatic ferments. Sev- 
eral authors advise the radical removal of the 
tumor, usually in two stages—cholecystenteros- 
tomy and transduodenal excision of the tumor— 
with a few apparent cures. Others use only 
palliative measures — cholecystenterostomy or 
gastroenterostomy, depending on the location of 
the tumor. 

The structure of the growth is usually that of 
a cylindrical-celled or alveolar carcinoma. Scir- 
rhous carcinomata have also been reported. 


REPORT OF CASE 
This was the case of a white married female, aged 
47, who first reported for examination July 5, 1927. 
She had been ill for about one year and dated all her 
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trouble to an attack of influenza with which she had 
been in bed one week with fever. Shortly after this 


she began to have spells of nausea, and later pain and 
soreness in the epigastrium. At first these spells would 
last from a few hours to a few days with periods of 
several days in which she had very little distress. There 
was no definite relation to the taking of food, except 


Fig. 1. Gross specimen showing the duodenum and the 
pancreas. The duodenum has been opened. The arrow points 
to the superior margin of the malignant ulcer. 


that she felt better after having taken food than be- 
fore, but there was some distress present constantly. 
Very heavy food aggravated the distress, as did also 
lying on her right side. Her appetite was very poor, 
but she had never vomited. The pain was never sharp, 
but sometimes cramp-like and radiated to the back. 
She had occasional attacks of dizziness which lasted 
for a few minutes at a time. There had been no black 
stools. Some lower abdominal distress had been noted 
which was more to the left side. This was worse with 
bowel movements. Lately the trouble had been almost 
constant, with only short periods in which she was 
free from symptoms. She was very weak and nervous 
and had lost about thirty-five pounds during the year 
of her illness. 

Past History.—She had never been very healthy, and 
had had repeated sore throats. In 1915 her appendix 
and right tube had been removed. In 1921 a left pus 
tube and right ovarian cyst had been removed. The 
gallbladder was explored at this time and found to be 
normal. Some dyspnea on exertion had been noted. 
She had not menstruated for one year, except for a 
trace two months before. 

Family History—Both her mother and father had 
had died of apoplexy and there was a family tendency 
to nervousness. 

Physical Examination —This revealed a slender, ema- 
ciated woman with dry, scaly skin which was quite 
deeply pigmented (probably the result of alpine lamp 
treatments). The blood pressure was 100/64. The 
lungs and heart were normal. The liver was quite 
markedly enlarged. To the left of the umbilicus, a 
nodular mass could be palpated which was tender to 
pressure. Stomach peristalsis was questionably visible, 
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and the upper abdominal muscles were somewhat rigid, 
Rectal and pelvic examinations were negative. 
Laboratory Findings——The hemoglobin, taken twice, 
was 36 and 42 per cent; red cells 2,700,000; white 
cells 7,850; normal differential count. One nucleated 
red was found, but there were no myelocytes. The 
mononuclear type of cells seemed rather granular. 
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Fig. 2. Photomicrograph of a section taken from the margin 
of the ulcer. 


There was no evidence of a pernicious type of anemia. 
The blood Wassermann was negative. The urine was 
normal except for an occasional pus cell. The stools 
contained no blood by the guaiac test, and were well 
formed. The stomach contents showed normal acid 
values and no occult blood. 

X-ray Examination—The examination of the gastro- 
intestinal tract showed a normal stomach except for a 
marked gastroptosis. The cap seemed normal, although 
a little spastic, and there was possibly a very slight 
filling defect on the posterior surface. The motility of 
the stomach seemed to be normal. The intestinal tract 
was normal both by barium meal and clyster, except 
for the visceroptosis. The mass in the abdomen ap- 
peared to be behind and above the colon, although pres- 
sure over the region caused pain. The gallbladder 
filled normally with the dye test, but emptied poorly 
and was displaced downward nearly to the pelvis by the 
enlarged liver. Cystoscopy, with pyelograms of the left 
ureter and kidney pelvis, was done and revealed noth- 
ing abnormal. 

The impression at this time was that the patient had 
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CARCINOMA OF THE DUODENUM—YLVISAKER 


a retroperitoneal tumor, possibly either sarcoma or car- 
cinoma of the tail of the pancreas, or less likely 
lymphogranulomatosis. 

She was put to bed and a bland, forced diet given 
her. Deep x-ray therapy was started two weeks after 
she was first seen. This was followed by nausea and 


yomiting and abdominal discomfort. When seen on 
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ft 
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Fig. 2 s 
jejunal flexure, posterior to the stomach. 


X-ray of stomach showing barium in the duodeno- 


August 8, 1927, the patient was not doing well. She 
was very pale, and there was evidence of increasing 
loss of weight. Hospitalization was advised, and she 
entered St. Mary’s Hospital on August 10. She was 
placed on a régime of bed rest, bland diet, with whole 
milk every hour, juice from rare beefsteak and liver 
broth, intramuscular injections of 25 c.c. of whole blood 
daily for the first four days, iron citrate 10 c.c. sub- 
cutaneously, daily, ultra-violet light daily, chalk and 
soda bicarbonate powders every two hours, heat to the 
abdomen every alternate hour. Luminal and codein 
were required as sedatives. Deep x-ray therapy was 
repeated shortly after admission. This was followed 
by a gradual reduction in the size of the mass. The 
temperature was elevated and ran an irregular course 
during the first two weeks in the hospital, reaching a 
maximum of 102.4. She experienced some urinary fre- 
quency and difficulty in starting the urinary flow, and 
pus was found in the urine. During the last three 
weeks of her stay in the hospital, the temperature re- 
mained practically normal, and some improvement in 
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her general condition was noted. The hemoglobin 
rose gradually from 29 to 45 per cent. Occult blood, 
which had been present in the stools at first, later was 
absent. She was discharged September 13, 1927, after 
thirty-four days in the hospital. 

She continued to do well for a time at home, and 
the mass remained stationary in size, although defi- 


Fig. 4. X-ray taken at the end of eight hours showing 
stomach empty, but barium still sticking at the duodeno-jejunal 
flexure. (The two x-ray plates were re-examined after the 
autopsy. It was then concluded that the barium was sticking 
at the site of the malignant tumor.) 


nitely present. She soon began to go down hill, how- 
ever, and developed great bladder distress. 

She was readmitted to the hospital October 24, 1927, 
with the urinary symptoms and marked tenderness over 
the mass in the upper left quadrant. Pus was present 
in the urine. The hemoglobin was 41 per cent and the 
white blood count was 6,800 with a normal differential. 
Cystoscopy with pyelograms was repeated, but showed 
no abnormalities. X-rays of the chest, lumbar spine 
and pelvis showed no evidence of metastatic involve- 
ment. In view of this and the fact that the mass had 
remained stationary in size, exploratory operation was 
advised, and this was done on October 29. Marked 
adhesions were found around the gallbladder, liver 
and duodenum. A mass was found in the region of 
the pancreas about the size of an orange. Several en- 
larged glands were found, but frozen sections of these 
showed no malignancy. The mass was then broken into 
bluntly, and two to three ounces of a foul smelling 
exudate were found. Sections from this mass showed 
adenocarcinoma. A large rubber drain was inserted 
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into the mass and a coffer dam laid between this and 
the liver with iodoform packs. The abdomen was then 
closed. 

She stood the operation fairly well. On the second 
postoperative day there was some abdominal distention, 
but she gradually improved until the eleventh day when 
the wound showed a great deal of suppuration and di- 
gestion, apparently from pancreatic juice which was 
escaping. This continued and on the fourteenth day a 
hemorrhage of about one cupful of blood occurred. 
The condition of the patient became rapidly worse, 
and on the following day the hemorrhage was repeated. 
Death occurred shortly after this. 

Autopsy Report——“The peritoneal cavity shows nu- 
merous adhesions about the operative wound. There is 
no general peritonitis. On removing the liver a large 
abscess pocket is found between the left lobe of the 
liver, the lesser curvature of the stomach and the right 
side of the esophagus. It contains about 300 cc of 
foul smelling pus. The liver weighs 1,100 grams. The 
capsule is smooth except at the site of the abscess. 
A number of pale yellow flecks are visible beneath the 
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capsule. The cut surface is pale brown in color. The 
gallbladder and ducts are normal. 

“The mucous membrane of the stomach and first por- 
tion of the duodenum is normal. In the duodenum, at 
the duodenojejunal junction there is a perforation about 
three cm. in diameter. This perforation is directed up- 
ward and to the left. About the perforation in the 
duodenum there is a large fungating and necrotic ty- 
mor mass. The proximal side of the perforation and 
the duodenum are densely adherent to the head of the 
pancreas. Near the perforation, in the anterior ‘syr- 
face of the body of the pancreas, is an area of necrosis 
or gangrene about 1.5 cm. in diameter, which is rather 
superficial. There are dense adhesions between the head 
of the pancreas and the stomach. On the superior sur- 
face of the pancreas is another large abscess, contain- 
ing foul smelling pus. No tumor is demonstrable gross- 
ly in the pancreas. No metastases found grossly any- 
where. Microscopic examination shows adenocarcinoma 
of the bowel.” 

“Diagnosis: 1. Carcinoma of the duodenum. 2. Lo- 
calized purulent peritonitis.” 





ACTION OF MORPHINE ON THE ALIMENTARY 
TRACT 


A better understanding of the action of morphine on 
different parts of the alimentary canal was obtained 
by animal experiments which showed that the most 
constant and lasting effect of morphine on gastric mo- 
tor activity is a decrease in the muscular tone of the 
stomach wall which outlasts the decrease in amplitude 
and frequency of peristaltic waves. Diacetylmorphine, 
codeine, papaverine and nicotine produce similar ef- 
fects. In the colon the pronounced effect is a marked 
increase in tone, accompanied by more continuous peri- 
staltic activity. On the basis of these experiments the 
constipating action of opium may be ascribed to the fol- 
lowing: Relaxation of the stomach wall and decrease in 
peristalsis of the pyloric antrum decrease the rate of 
discharge of gastric contents into the duodenum. Con- 
sequently the stomach contents are distributed in small 
quantities throughout the small intestine, and this would 
lead to more complete digestion and absorption. The 
increase in tone and peristaltic activity of the small in- 
testine would produce more even distribution of the 
content and further increase absorption. In the colon, 
the marked increase in tone serves to hold back the ma- 
terial from the sigmoid and rectum, facilitates absorp- 
tion, and renders the residue drier. These factors seem 
to explain the constipating action of opium. The anti- 
diarrheic action of the opium alkaloids may be explained 
by the increase in tone of the small and large intes- 
tine. The increase in tone of the musculature of both 
the small and the large intestine, following the admin- 
istration of the opium alkaloids, will cause more even 
distribution of the content and lessen the tendency to 
distension, thus removing one factor in the production 
of pain. (Jour. A. M. A., April 13, 1929, p. 1269.) 


HYPERVITAMINOSIS 


From data relating to the therapeutic potency of ir- 
radiated ergosterol in protecting experimental animals 
against rickets on an otherwise rachitic diet, it has been 
estimated that one part in many millions of food suf- 


fices to secure the prophylactic purpose. 


In human 
infants a daily dosage of considerably less than 4 mg. 
(6/100 grain) has already been demonstrated to be 
curative in cases of unmistakable rickets; and there is 
little doubt that this quantity may be considerably 
larger than the minimal protective dose. It should not 
be surprising if larger quantities of such potent sub- 
stances would exert a pronounced effect on the organ- 
ism, in directions that may not always be merely bene- 


ficial. There have been reports of experiments indi- 


cating the possibility of inducing hypercalcemia through 
use of large doses of irradiated ergosterol. There is 
no longer any doubt that harm may result from ex- 
tremely excessive doses of irradiated ergosterol in ra- 
chitic animals. The hypervitaminosis to which refer- 
ence has been made in experiments has involved the 
use of truly enormous doses. There are no evidences 
of harm, but many indications of striking benefit, from 
the customary intake of fat-soluble or other vitamins. 
Toxic effects at such enormous dosages should not in 
any way discourage the rational use of the properly 
standardized materials. For the benefit of those who 
wish to be on their guard for evidences of effects be- 
yond the desired benefit, it may be stated that hyper- 
calcification (eburnation), abnormally high blood pres- 
sure and hypercalcemia need to be borne in mind. 
(Jour. A. M. A., April 13, 1929, p. 1270.) 
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THE PREVENTION OF HEART DISEASE* 


Freprick A. WILLius, M.D. 
Rochester, Minnesota 


HE greatest individual cause of death in the 

United States today is heart disease. Other 
diseases have shown decreased morbidity over a 
period of years; heart disease thas shown a 
steady increase. The fact is a direct challenge 
to the medical profession and can no longer be 
ignored. 

That the necessity for serious, active effort re- 
garding the problem of heart disease is genuine 
is seen in the organization of a national move- 
ment in 1922, when the American Heart Asso- 
ciation came into being. This large organization 
is composed of leaders in American medicine, 
resident in most of the states in the Union, who 
are working with a common purpose to investi- 
gate in detail the various phases of heart disease 
as it pertains to preventive medicine. The sub- 
organization according to states has been varia- 
ble. In some localities independent groups have 
been originated; in other places association has 
been effected with the groups studying tubercu- 
losis or with other bodies interested in health. 

Minnesota made no concerted effort along 
these lines until about two years ago when the 
House of Delegates of the Minnesota State Med- 
ical Association empowered the president to ap- 
point a committee, designated as the Heart Com- 
mittee of the Minnesota State Medical Associa- 
tion, to investigate the ways and means of ap- 
proaching the problem of heart disease in this 
state. This committee at the present time is un- 
dertaking a study of these problems and it is 
hoped that, with the codperation of the medical 
profession, constructive progress will be possible. 

Any one who gives thought to the question of 
preventive medicine in its relation to heart dis- 
ease, is at once confronted with the magnitude 
of the problems and their multitudinous inter- 
relationships. Unlike tuberculosis, in which a 
known specific etiologic factor is at work, heart 
disease occurs in numerous forms and in some 
instances the etiology is unknown. The cause is 
definitely an infectious agent in rheumatic and 
in syphilitic heart disease, whereas considerable 
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*From the Section on Cardiology, The Mayo Clinic, Roch- 
ester, Minnesota. Submitted for publication, April 3, 1929. 


uncertainty still shrouds the factors underlying 
coronary and hypertensive disease. 

These facts show the necessity of concerted 
effort in the collection of accurate vital statistics 
relative to heart disease based on an etiologic 
classification. The value of the mass of statistics 
available today is limited owing to the fact that 
type differentiation has not been accurately tabu- 
lated. This criticism applies particularly in dis- 
eases of the myocardium, in which the profession 
has rested content to offer the diagnosis of chron- 
ic myocarditis. In the analysis of such cases on 
the basis of modern knowledge, it is found that 
various etiologic factors enter into the production 
of disease of the myocardium: namely, hyper- 
tension, coronary disease, hyperthyroidism, and 
at times extraneous conditions causing cardiac 
hypertrophy and finally cardiac failure. In its 
strict sense, the term chronic myocarditis denotes 
an inflammatory or infectious process involving 
the myocardium, a condition that arises from the 
invasion of microdganisms or of their toxins. 
The pathologists have demonstrated to us the 
relative infrequency of this condition, which 
clearly shows that a serious error has been made 
in continuing to advance this diagnosis in the 
routine of diagnostic work. 

It is evident that the significance of injury to 
the heart muscle must, to quite an extent, be par- 
allel with the significance of the underlying caus- 
ative disturbance. Therefore, in order to be in 
possession of data sufficiently accurate to form 
the basis of a scientific investigation directed 
against these diseases, it is necessary that a clas- 
sification be adopted that will permit all physi- 
cians to be better equipped to identify and clas- 
sify their cardiac cases, especially on the basis 
of etiology. 

In the attempt to secure more accurate data, 
the necessity of obtaining necropsy examinations 
becomes obvious. The general trend in the at- 
titude toward necropsies during the last few 
years has been encouraging and greater effort on 
the part of the profession will result in an in- 
creased number of permissions to conduct nec- 
ropsy. The laity is extremely interested, and 
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justly so, in the various health problems and is 
desirous of knowing exactly the factors instru- 
mental in the process of death, especially when 
something may be disclosed which is pertinent to 
the health of surviving members of the family. 
: The American Heart Association has adopted 
the following classification of heart disease: 
A. Etiologic 
1. Unknown 
2. Rheumatic fever* 
a. polyarthritis 
b. chorea 






























































c. growing pains 
d. tonsillitis 
e. pharyngitis 
f. others, as purpura, erythema nodosum, 
and so forth 
3. Syphilis* 
4. Bacterial infection* 
Specify bacterium if possible 
Here should be placed subacute bacterial 
endocarditis (Streptococcus viridans), 
chronic endocarditis, and so forth 
5. Thyroid* 
a. hyperthyroidism 
b. hypothyroidism 
6. Toxic 
a. bacterial toxin 
b. mineral 
c. vegetable 
Specify if possible 
7. Neurosis (cardiac) 
8. General systemic disease 
Specify the disease; for example, arterio- 
sclerosis, chronic nephritis, diabetes mel- 
litus, emphysema, hypertension, anemid, 
and so forth 
9. Trauma 
10. Congenital developmental defect 
B. Anatomic 
1. Undiagnosed 
2. Atrophy of heart 
3. Enlargement of heart 
4. Hypertrophy of heart 
5. Dilatation of heart 
6. Ventricular preponderance 
a. right 
b. left 
7. Auricular hypertrophy 
8. Cardiac thrombosis 





























































































































































































































*Note whether the condition is active or inactive. 
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9. 
10. 
11. 
12. 
13. 
14. 


15. 


16. 


18. 


19. 


20. 


21. 
22. 
23. 


24. 


26. 


27. 


28. 


Cardiac infarction 

Rupture of heart 

Myocarditis—acute 

Myocarditis—chronic 

Fatty infiltration 

Fatty degeneration 

Endocarditis 

a. acute 

b. chronic 

Include the continuous activity of valvuli- 
tis, or papillary muscle, chorda tendinee 
and neural infection (usually 15 would 
always precede the 16 diagnosis) 

Cardiac valvular disease 

a. aortic insufficiency 

b. aortic stenosis 

c. mitral insufficiency 

d. mitral stenosis 

e. pulmonic insufficiency 

f. pulmonic stenosis — 

g. tricuspid insufficiency 

h. tricuspid stenosis should be thought of 
as active or inactive as expressed under 
etiology 

Congenital abnormality 

Specify lesion if possible 

Pericarditis, acute 

a. serous 

b. serofibrinous 

c. purulent 

Hydropericardium 

Hemopericardium 

Pneumopericardium 

Adherent pericardium 

Aortitis 

a. without dilatation 

b. with dilatation 
aortitis (syphilis) in contradistinction 
to 28, which includes arteriosclerotic 
changes in the aorta 

Tumor of 

Specify part affected 

Aneurysm of 

Specify affected vessel 

Embolism of 

Specify affected vessel 

Thrombosis of 

Specify affected vessel 

Arteriosclerosis of 

Specify locality, as coronary arteries, cere- 
bral arteries, and so forth 
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29. Arteritis of (except aorta) 
Specify locality 
30. Periarteritis of 
Specify locality 
31. No circulatory disease 
32. No cardiac disease 
C. Physiologic 
1. Regular sinus rhythm 
2. Ectopic rhythms (without tachycardia) 
This is to be differentiated from ectopic 
rhythm with tachycardia of the par- 
oxysmal type. In the ectopic rhythmt 
without tachycardia, it is usually be- 
lieved that the new rhythm has devel- 
oped because of a depression on the 
normal pacemaker. 
Example: Under this heading should 
be classified such a rhythm as nodal 
rhythm 
. Vagal arrhythmia 
a. sinus arrhythmia 
b. sino-auricular standstill 
c. simple bradycardia 
-d. ventricular escape 
e. wandering pacemaker 
. Sinus tachycardia (not paroxysmal) 
. Premature contractions 
a. auricular 
b. junctional 
c. ventricular 
Ventricular tachycardia (not paroxys- 
mal) 
Those which have been reported show- 
ing this arrhythmia associated with dig- 
italis poisoning should be classified here 
d. unknown 
Paroxysmal tachycardia 
a. auricular 
b. junctional 
c. ventricular 
d. unknown 
. Auricular flutter 
a. paroxysmal 
b. chronic 
. Auricular fibrillation 
a. paroxysmal 
b. chronic 
. Ventricular fibrillation 
. Auriculoventricular heart-block 
a. partial block 
(1) prolonged conduction time 
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(2) occasional dropped beats (irregu- 
lar) 
(3) high-grade block (2:1, 3:1, and so 
forth) 
b. complete block 
. Intraventricular block 
a. partial 
b. bundle-branch—right or left 
. Pulsus alternans 
. Valvular incompetency 
a. mitral insufficiency 
b. tricuspid insufficiency 
c. pulmonic insufficiency 
d. aortic insufficiency 
14. Hypertension 
15. Congestive heart failure 
16. Effort syndrome 
17. Anginal syndrome 
D. Fuactional capacity 
1. Patients with organic heart disease, able 
to carry on ordinary physical activity 
without discomfort 
2. Patients with organic heart disease, unable 
to carry on ordinary physical activity 
without discomfort 
a. activity slightly limited 
b. activity greatly limited 
3. Patients with organic heart disease and 
with symptoms or signs of heart failure 
when at rest, unable to carry on any physi- 
cal activity without discomfort 


E. Patients with abnormal signs, or symptoms * 
Not believed to be due to organic heart 


disease. This diagnosis to be possible 
heart disease, Class E 

F. Potential disease 
Patients without circulatory disease whom 
it is advisable to follow because of the 
presence or history of an etiologic factor 
which might cause disease. This diagnosis 
to be potential heart disease, Class F. 

Examples: 
Heart disease: a Active syphilis ; b Aortitis 
with dilatation, aneurysm of the ascend- 
ing aorta; c Regular sinus rhythm; d Class 
2a 
Heart disease: a Inactive rheumatic fever 
(chorea); b valvular disease, mitral in- 
sufficiency and mitral stenosis; ¢ Auricu- 
lar fibrillation; d Class 2b. 

Chis classification was adopted after much 
























































358 MINNESOTA MEDICINE [Jun 





study and thought, and, although not without 
faults, is a distinct step forward and gives the 
basis for very accurate comprehensive study. 

In viewing the problem of heart disease from 
its various angles, certain facts stand out clearly, 
especially from the standpoint of prevention. 
Preventive measures of course are not applicable 
to the person already afflicted with heart disease, 
but from every case much information may be 
elicited that may be utilized in our attack on the 
disease in the future. The future attack, by 
means of prevention, is concerned chiefly with the 
children of this and of the coming generations. 

The problem of heart disease in childhood is 
chiefly one of infection. Knowledge is now at 
hand regarding the relationship to carditis of 
rheumatic fever, chorea, and other infections. 
The arbitrary name that some time in medical 
history was affixed to rheumatic fever w&s prob- 
ably one of the greatest detriments to its better 
understanding. Unquestionably in many cases 
of this disease the joints are not the part in- 
volved and the condition therefore is not recog- 
nized. It has now been shown that the disease 
is almost limitless in its involvement, attacking 
the heart, joints, lungs and other parenchymatous 
viscera, the pleura, skin, veins, arteries, volun- 
tary muscle, involuntary mus¢le, and the central 
and peripheral nervous system. The disease is 
clearly infectious in origin, is definitely communi- 
cable, and although the causative organism is 
still somewhat debatable, it is a disease that justi- 
fies isolation of the patients who have it. The 
occurrence of several cases in the same family 
and occurrence of small, local epidemics are evi- 
dences of its communicability. Involvement of 
the heart invariably occurs with the first attack. 

The relationship of foci of infection to rheu- 
matic fever is still debatable, owing in part again 
to the unreliablity of available statistics. Nu- 
' merous instances of recurrent rheumatic fever 
have been observed after tonsillectomy and the 
initial attack has been known to occur after 
tonsillectomy, yet this does not justify the con- 
clusion that eradication of foci is not without 
scientific merit. Statistics on the relation of 
tonsillectomy to the occurrence or recurrence of 
rheumatic fever must be questioned as the pa- 
tients have been operated on by various surgeons 
and the matter of thoroughness of removal must 
be taken into account. The trend of modern 
bacteriologic thought makes one reluctant to min- 
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imize the value of eradicating obvious foci of jn- 
fection. 

There is still considerable uncertainty about the 
relationship to carditis, of the other infectious 
communicable diseases of childhood. Involye- 
ment of the heart does at times occur, however. 
This suggests the thought, which later may be 
verified, that these communicable diseases are in 
reality closely related to the disorder now known 
as rheumatic fever. 

It becomes necessary, therefore, for the physi- 
cian to guard these little patients more closely 
during these acute illnesses. Careful and re- 
peated examinations during the convalescent 
period are necessary, and in most cases the period 
of recovery should not be hastened. Although 
the health authorities have seen fit to isolate 
children with the common communicable diseases 
of this period of life, the parents, and often the 
physician, have considered the illness as trifling 
and have been lax in allowing other children to 
become exposed to the same disease with perhaps 
irreparable consequences. 

The prevention of cardiovascular syphilis is of 
course inseparable from the problem of preven- 
tion of syphilis. Active steps regarding venereal 
disease have been undertaken by public health 
workers through educational programs and 
through legislation; yet many phases of the 
problem as it applies to heart disease remain un- 
answered. Adequate treatment of early syphilis 
and subsequent systematic observation of these 
patients constitute the secondary line of defense. 
Intensive administration of antisyphilitic drugs 
when cardiovascular injury is appreciable is in- 
variably disappointing. 

The problems of prevention as they pertain to 
coronary and hypertensive heart disease merit 
continued investigation and deliberation. The 
specific etiologic factor or factors underlying 
these diseases are still in question. However, 
clinical experience has furnished clues which 
must form the basis for continued study, with the 
ideal in mind of obtaining accurate data regard- 
ing them. 

There is considerable reliable evidence that the 
total incidence of coronary and hypertensive 
heart disease is on the increase. These two forms 
of heart disease are well considered together 
owing to the frequency with which they coexist 
in the same patient. This evident actual increase 
in incidence at once raises the question as to the 
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influence of modern life as a possible etiologic 
factor. There is little doubt but that the stress 
and strain of life today causes an unfavorable 
reaction in many persons. Never before in the 
history of mankind has the pace of the industrial, 
business, professional and even of social life been 
so rapid. Added to this strain of current life 
are the residual influences of the World War, 
the pandemics of influenza and the rather exten- 
sive financial crises as they have influenced the 
present generation. Even though these influences 
of present-day life lack scientific confirmation as 
definite etiologic factors, it certainly is advisable 
to encourage the masses to cultivate the art of 
relaxation and to attempt to educate them into 
a safe and sane manner of living. 

The influence of improper diet is also a theo- 
retical consideration in this condition. The 
average American is largely carnivorous; this is 
in part a penalty imposed by national prosperity. 
The mass of Europeans and Orientals exist on a 
relatively low meat diet owing largely to the 
economic situations surrounding them. Reason- 
able restriction of animal proteins as persons ap- 
proach middle life, especially when their occupa- 
tions are sedentary, may ultimately be shown to 
have a definite bearing on such diseases as arteri- 
osclerosis, hypertension, and so forth. 

The tendency to cardiovascular-renal disease in 
some families brings forth the question of hered- 
ity. This problem has been the seat of con- 
troversy for many years, and many rather dog- 
matic opinions have been expressed, acknowl- 
edging or denying the influence of heredity in 
diseases of the circulatory system. However, 
when the arguments are challenged it is sur- 
prising to find how few reliable data form the 
basis of controversy. It is not unscientific to 
believe that circulatory organs of poor quality 
may be evolved in families in which the tendency 
to cardiac and arterial disease exists. That the 
disease is inherited cannot be believed, but it is 
possible to believe that persons in such families 
may enter life inadequately endowed to meet its 
struggles the strain of which largely is borne by 
the cardiovascular system. More proof obtain- 
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able only through medical codperation is required 
regarding this problem. 

Any implications that may be derived from 
these remarks may find a place in the instruction 
and counsel imparted to well patients. It is pos- 
sible that the introduction of a common sense 
regimen or that the modification of an improper 
diet at the proper time may be the determining 
factors in averting ultimately serious conse- 
quences. 

The problem of heart disease must also be 
viewed from an economic standpoint. Haven 
Emerson** has submitted statistics relating to the 
economic aspects of tuberculosis which are ex- 
tremely interesting and significant. In 1921, it 
was estimated that the annual per capita cost of 
tuberculosis to the people of the United States 
was seven dollars and ninety-six cents, and that 
this burden, if distributed among those persons 
with active, clinically recognizable tuberculosis, 
amounted to one thousand two hundred sixty- 
two dollars annually for each patient. The total 
loss due to tuberculosis during the entire span 
of life of the population at the existing rate of 
mortality from tuberculosis at the time the esti- 
mate was made would amount to $27,125,000,- 
000. Since the death rate from heart disease 
exceeds that from tuberculosis, it is reasonable to 
estimate that there is a much greater financial 
loss to the nation from this cause. Further, an 
inestimable economic loss occurs from the enor- 
mous group of cardiac cripples who are partially 
or totally disabled. 

Minnesota has been indifferent toward its re- 
sponsibility in the problem of heart disease. Ac- 
tion must be taken, and the appointment of the 
Heart Committee of the Minnesota State Medi- 
cal Association has created a medical unit, re- 
sponsible to the entire medical profession of the 
state, to formulate ways and means for the or- 
ganization of the cardiac work in the state. In 
order to permit progress, the full cooperation of 
the profession is necessary and constructive 
criticism will materially aid the Committee in its 
work. 


**Economic aspects of heart disease. 


American Heart Jour- 
nal, 1929, iv, 251-267. 





























aps object of this paper is to present in a 
concise way the more generally accepted 
causes of surgical shock, its prevention and re- 
lief. Having seen several cases in my hospital 
practice which had been inadequately treated, due 
to lack of appreciation of the principles involved, 
I thought it would be of interest, and possibly 
valuable, to present the accepted theory and 
practice of today. 

Shock is a symptom-complex induced by psy- 
chic, traumatic or chemical means in which all 
the vital functions of the body are in a state of 
collapse. It is characterized by prostration, low 
blood pressure, almost complete cessation of se- 
cretion of saliva, gastric juice and urine; the 
patient is grey and shrunken, the temperature is 
subnormal and the mind is dull. Once seen it is 
never forgotten. 

Many theories have been advanced to explain 
it. They all probably do to a certain extent, but 
there is no one cause, for the condition is a com- 
plex one. The earliest and best was the theory 
of vasomotor and adrenal exhaustion of Crile. 
Yandel Henderson’s theory of acapnia was a 
most engaging one. Dale’s work on histaminie 
and the experience during the war of the ab- 
sorption of crushed tissue juices partially ex- 
plained many a case of shock. The most recent 
work of Crile on intracellular acidosis and of 
Kamm on the metabolism of water have greatly 
advanced our knowledge of this interesting 
phenomenon. 

In shock the blood vessels are comparatively 
empty and the tissues are dry. The blood ap- 
parently is in the terminal arterioles. This 
causes a lowering of blood pressure and, as we 
know, if the pressure in the vena cava gets too 
low the heart will cease functioning. 

One other condition which is not often rec- 
ognized is the exhaustion of the carbohydrate re- 
serve. Stimulation, whether psychic, physical or 
chemical, liberates this, the only quickly available 
fuel for tissue activities. Continuation of these 
stimuli will exhaust the supply in the blood, in 





*Presented before the Ramsey County Medical Society, St. 
Paul, March 25, 1929. 
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the muscles and in the liver. After all supplies 
are gone, further contraction of muscles, of blood 
vessels and of the heart itself, and activities of 
glands and the central nervous system become 
increasingly difficult. The body then falls back 
to using fats. But fats cannot burn completely 
without the concomitant combustion of carbo- 


hydrates. This results in acidosis, which still 
further depresses vital activities. 

The treatment should begin with its prevention. 

The psychic factor is often overlooked. Every 
patient approaches an operation with apprehen- 
sion. A surgeon who is not whole heartedly con- 
vinced of the desirability of the operation and 
that the patient will be better off afterward than 
before, is not honest and the patient will sense 
it. Rigorous honesty and practice of the Golden 
Rule will mean that the patient will approach 
his ordeal in a hopeful frame of mind and the 
surgeon will do better work. A half convinced 
patient who is hurried to the operating room by 
the insistence of an operator is in a bad frame 
of mind and an apprehensive patient is already 
half shocked. Sugar in the urine is often pres- 
ent in excited or apprehensive patients, showing 
how much of the precious reserve is gone even 
before he is touched. 

“Overpreparation” is to be condemned. Phys- 
icking is unnecessary. It may do positive harm 
by depleting the body of water and it certainly 
makes intestines harder to handle. 

A good night’s sleep is very important. If 
this does not come naturally, sedatives should 
be administered freely. A patient who has spent 
a restless, sleepless night is not in good condition 
for an operation. Before operation, fluids should 
be urged and carbohydrates given to raise the 
store of each and morphine to lower the irrita- 
bility of the central nervous system. 

All general anesthetics produce acidosis. They 
should be given by skilled anesthetists who are 
interested in its administration. 

Nerve block anesthesia of some type should al- 
ways be employed. It has been proven that the 
central and sympathetic nervous systems are 
stimulated by trauma while a patient is under 
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general anesthesia even as when awake. This 
leads to liberation of epinephrin and sugar. If 
the stimuli of tissue trauma are prevented from 
leaving the area of operation, that factor is elim- 
inated and much less of the general anesthetic 
is needed. 

Incisions planned to minimize trauma by mak- 
ing underlying structures more easily accessible 
by avoiding blood vessels and, above all, nerves, 
will do a great deal to diminish trauma. Trans- 
verse incisions make these requirements easy to 
follow and give as good exposure in laparotomies 
as any other. Incidentally they are easy of clo- 
sure and herniz almost never occur. Sharp dis- 
section and avoidance of trauma minimize tissue 
damage and absorption of tissue juices squeezed 
out by manipulation and reduce shock. 

If in spite of these precautions shock has oc- 
curred, what shall be done? 

1. Warm the patient. With exhaustion the 
temperature drops and the heat center vainly 
tries to bring it to normal, as fuel for that pur- 
pose is gone. External heat will arrest this loss 
of energy. 


2. Give water in large amounts. The pref- 


erable route is by mouth, but if that is not possi- 


ble, give it by rectum, under the skin or intra- 
venously. This will add volume to the blood 
stream and also help to raise blood pressure. Wa- 
ter is essential to life. 

3. Give morphine generously. This will re- 
duce the irritability of the nervous system and 
thus prevent further shock and relieve the pur- 
poseless activity which these patients so often 
exhibit. It will reduce internal respiration and 


361 


consequently the combustion of any remaining 
reserve. The dose should be large enough to be 
effective. 

4. Give carbohydrates, preferably by mouth, 
as that is the quickest and most physiological. 
If that is impossible give intravenously and by 
rectum, but give it in large amounts. This will 
replace the depleted store of fuel and permit the 
fire of life to flame up again and break the vi- 
cious circle which exists in shock. If the condi- 
tion is very grave, add insulin, as this will make 
the carbohydrates directly available and without 
any burden on the pancreas, which is also 
depressed. 

5. Administer carbon dioxide. This does di- 
minish acidosis and does raise blood pressure. 

To reiterate: 

Prevention.— 

1. Proper preparation psychically and physi- 
cally. 

2. Nerve block anesthesia to prevent trans- 
mission of noxious stimuli from field of opera- 
tion. 

3. Skillfully given general anesthetics. 

4. Properly planned incisions to minimize 
nerve and tissue trauma and absorption of prod- 
ucts of trauma. 

5. Patient kept warm during anesthesia and 
operation. 

Treatment.— 

1. Water. 

2. Heat. 

3. Morphine. 

4. Carbohydrates supplemented, if necessary, 
by insulin and carbon dioxide. 








CHOLECYSTITIS ASSOCIATED WITH DIABETES* 


ARTHUR N. Cotttns, A.B., M.D., F.A.C.S. 
Duluth, Minnesota 


A LITTLE less than half of our adult pop- 
ulation suffers from disorders of the biliary 
system. If we are to take cognizance of the 
recent studies of those engaged in research con- 
cerning the liver and bile passages, 20 to 25 
per cent of all adults have gallstones. Probably 
an equal number have cholecystitis without 
stones, according to Graham and his co-workers. 
For a number of years past it has been recog- 
nized that there is a definite interrelationship be- 
tween pancreatitis and cholecystitis, as evidenced 
by the writings of Elliott, Quenu and Duval, 
Mayo, Deaver and others. 

Diabetes entering into the relationship between 
biliary disease and pancreatic disease began to 
be mentioned about fifteen or twenty years ago 
when Eustis became suspicious of an interrela- 
tionship and collected and reported his series of 
thirty-six cases of glycosuria beginning back as 
far as 1911. Fifteen of his cases showed def- 
inite gallbladder disease during observation over 
a long period of time. He found that up to the 
time of his report six of the fifteen patients had 
developed diabetes. 

Rabinowitch in 1924 mentioned eighteen in- 
stances of patients who suffered both from dia- 
betes and disease of the gallbladder and its pas- 
sages. 

Somewhat later, in 1925, Bigger and Mulhol- 
land reported thirteen autopsies on patients 
dying of diabetes and found that 38.5 per cent 
showed lesions of the biliary tract ; 61.6 per cent 
showed evidence of pancreatitis and 38.5 per 
cent showed lesions both of the biliary tract and 
of the pancreas. 

In a recent book by McKittrick and Root on 
“Diabetic Surgery” the authors have summarized 
the autopsy findings of forty-nine diabetic pa- 
tients over twenty-five years of age, from the 
material collected from the records of the New 
England Deaconess Hospital. They found: 

Per cent 

Cholecystitis with stones 26.5 

Cholecystitis without stones. 22.4 

Incidence of gallbladder disease in diabetics...... 49.9 








*Read at the meeting of the Western Surgical Association, 
Chicago, Ill., December 15, 1928. 


Wohrmann in 1928 found an earlier or an ex- 
istent cholecystitis in 24 per cent of 677 cases of 
diabetes. 

Katsch in 1928 believed that cases of diabetes 
on the basis of gallbladder disease are much 
more frequent than is usually supposed, and he 
pleads for the codperation of the family physician 
in this matter. 

The writer having had occasion to observe this 
association, in several instances of the two dis- 
eases under discussion, has attempted the present 
study in an effort to find, if possible, more def- 
inite clinical or pathological points in common 
and to search for a kinship, closer perhaps than 
we now recognize. 

A review, for the purposes of this study, of 
the autopsy records in the Department of Pa- 
thology at the University of Minnesota yielded 
fifty-three cases in which diabetes mellitus was 
a major factor in the cause of death. These 
records run back for the past six years. The 
charting was done to show the sex, age, blood- 
sugar findings, urinalysis, operative findings, if 
any, and the gross findings at autopsy. A sum- 
mary of this tabulation will be found in Tables 
I, II, and III. 

TABLE I 
AGE AND SEX—53 AUTOPSIES ON DIABETICS 


Ages Cases Females Males 
20-30 1 

30-40 
40-50 
50-60 
60-70 
70-80 
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TABLE II 


PATHOLOGY OF LIVER—53 AUTOPSIES ON DIABETICS 
Not stated a Fer 
No gross disease 1 cent 
Cloudy swelling 25 50 
Chr. Pass. Congestion 14 28 
Fatty 7 14 
Cirrhosis 2 4 

1 
2 
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TABLE III 
PATHOLOGY OF PANCREAS—53 AUTOPSIES ON DIABETICS 
Not stated 23 Per 
No gross disease cent 


Atrophy 
Fatty ... 
Chr. Pancreatitis 
Hyal. degeneration 
Fibrosis 
Sclerotic 
Necrosis 
Hypertrophy 
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40 
16 
12 
12 
8 
4 
4 
4 





Of the fifty-three autopsy records in which 
diabetes mellitus was a positive factor at the 
time of death, eleven were found (20 per cent) 
which showed definitely recorded cholecystitis or 
gallstones. These eleven cases were tabulated 
and are summarized in Table IV. 


TABLE IV 
AUTOPSIES ON 53 DIABETICS 


Gross signs of cholecystitis 
In these 11 cases 
Females, 10; Males 1. 
Age 50 to 70 
Enlarged liver 
Liver weight—1,795 to 2,200 gms. 
Cloudy swelling 
Nutmeg 
Fatty 
Secondary infection (including 
gangrene of extremities) 

















In addition to these eleven cases of cholcys- 
titis and gallstones, there were seven (13 per 
cent) which showed miscellaneous pathological 
involvement of the gallbladder, as listed in 
Table V. 

The seven cases last mentioned with gross sug- 
gestive lesions of the gallbladder, added to the 
eleven previously discussed, make a total of 
eighteen, or 33 per cent, which gave evidences of 
gallbladder changes associated with miscellane- 
ous liver abnormalities. 

A group of cases was selected from Joslyn’s 
data consisting of cases coming to him from 
various sources and these showed that diabetes 
appeared from one to fourteen years before the 
diagnosis of gallstones was made. One-half of 
these fifteen cases (eight cases) went five years 
without a diagnosis of gallbladder disease and 
the rest went from five to fourteen years with- 
out such a diagnosis. At the present time, with 


the aid of the Graham-Cole test for gallbladder 
function, with its estimated 96 per cent accuracy, 
the diagnosis should undoubtedly be made earlier. 
It is interesting to note that there was but one 
death in the eleven operated cases, in this group. 

Referring again to Joslyn’s statistics: there 
were sixteen cases in which the onset of diabetes 
and the diagnosis of gallbadder disease occurred 
at the same age. Their ages ranged from twen- 
ty-eight to sixty. Of the number, eleven were 
females and five males. Seven were operated 
upon without any mortality and thirteen were 
alive in January, 1923, three having died without 
operation (ages 57, 65, and 66). 

In order to ascertain whether the surgical mor- 
tality rate is higher among the younger patients, 
a group of eight cases was selected from Joslyn’s 
material, the ages ranging from seventeen to 
thirty-five, as shown in Table VI. 

In this group the females outnumber the males 
seven to one. Four had been operated upon 
without mortality. Three had died without op- 
eration and one was alive without operation. 

A search of the records at St. Luke’s and St. 
Mary’s hospitals, Duluth, resulted in the finding 
of sixteen cases in which the records were of 
value for this study. 

Tabulation and summary of this group of six- 
teen cases shows: 


1. Five at post-morten showed either chol- 
ecystitis or gallstones. 

2. Two gallbladder cases were diagnosed 
from symptoms and Graham-Cole test. 

3. Nine were operated upon (four with 
drainage of gallbladder; five with cholecystec- 
tomy). 

One of the latter five returned later with 
symptoms of common duct stones but refused 
operation. 

Cholecystectomy produces a more favorable 
result than drainage of the gallbladder. The dia- 
betes in drainage cases improves only tempo- 
rarily, and is likely later to become aggravated. 

D. F. Jones at the New England Deaconess 
Hospital, Boston, states that cholecystectomy is 
the operation of choice and Joslyn feels that if 
there is no improvement in the diabetes after 
cholecystectomy there is something else wrong 
with the patient. As a matter of fact there has 
been an improvement in practically all of their 
operative cases and there was no mortality. 
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Sufficient attention has been called to this sub- 
ject by various writers to stimulate a vigilant 
attitude on the part of practitioners handling 
diabetes cases. If a cholecystitis complicates the 
diabetic picture, it is best to discover the fact, 
before irreparable changes in the pancreas take 
place. Barron states that what is generally un- 
derstood as the relation of the pancreas to dia- 
betes is rather the relation of the islands of 
Langerhans to that disease. The islands are 
about three and one-half times as numerous in 
the tail of the pancreas as elsewhere, according 
to Opie. Heiberg and others found that in the 
pancreas of the diabetic there were less than two- 
thirds as many islands in the tail as normal. 
Barron has made the observation also that when- 
ever diabetes is caused by a lesion of the pan- 
creas, the lesion always involves the islands. He 
states further that changes in the islands, such 
as degeneration, necrosis and fibrosis, generally 
occur late in the disease, probably as a result of 
a superimposed secondary infection, consequent 
to prolonged stasis in the ducts. 

Insulin therapy, rationally applied, serves to 
prolong the lives of diabetics. Symptomatically, 
these patients can be held under control for vary- 
ing lengths of time. However, the underlying 
pathological condition, so far as we know, is not 
affected by the insulin. The main object of in- 
sulin therapy is to increase the carbohydrate tol- 
erance of the individual. The curative value of 
insulin has never been claimed. It is, however, 
a most valuable therapeutic agency in the treat- 
ment of diabetes. 

Attention was drawn earlier in this paper to 
the fourteen year period which elapsed in the life 
of a diabetic before the diagnosis of gallstones 
was made. These “silent” cases of gallstones or 
of cholecystitis will be brought to light earlier, 
now that we have the functional test of the gall- 
bladder as developed by Graham and Cole. The 
writer feels that, in the diabetic, this test should 
perhaps be done in all cases, no matter how 
young. Young people are more subject to chol- 
ecystitis than was believed to be possible several 
years ago. The writer has recently seen a fat 
girl of twelve operated upon for cholecystitis and 
has himself operated on several young women 
under twenty, for cholecystitis with gallstones. 

It is encouraging to note from the information 
in Joslyn’s tables that the result of gallbladder 
surgery in diabetes is very satisfactory. There 
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was practically no surgical mortality. Seven in 


one group and four in another were operated 
upon without mortality. Three in each group 
died without operation. 


CONCLUSIONS 


1. There were pathologic gallbladders in 33 
per cent of this group of diabetics. 

2. The females outnumbered the males on the 
ratio of 54 to 19. 

3. The gallbladder as a focus of infection in 
diabetics should be investigated. 

4. Cholecystectomy is preferable in diabetics 
to gallbladder drainage. 

Note: I have been permitted to add the following 
cases to the above report through the courtesy of Dr. 
M. Mc. Fischer: 

1. A white female, aged 43, had an appendectomy 
performed in 1921. She now has tenderness over the 
gallbladder. Urinalysis shows sugar two plus and a 
trace of acetone. Graham-Cole functional gall-bladder 
test positive. No operation to date. 

2. A white male, aged 57, complained of weakness 
and weight loss from 220 to 183. On examination one 
dental root abscess was found to be present. There 
was tenderness over the gallbladder. Urinalysis: acid, 
albumin two plus, acetone one plus, sugar four plus. 
Graham-Cole positive. No operation to date. 

3. A male, aged 61, was known to have had diabetes 
for three years. He has had two attacks of gallstone 
colics. There was tenderness over the gallbladder. The 
Graham-Cole test showed poor filling and thirty-six 
hour retention and numerous stones. Cholecystectomy 
was performed. The gallbladder contained stones. Re- 
covery was uneventful. Five weeks postoperatively the 
patient is sugar-free and on a diet of C75, P65, F110. 

The case reported recently by Emerson is also 
of interest. 

A female, aged 54, gave a diabetic family history, 
the mother and two sisters having been diabetics. The 
patient had a weakness and some loss of weight and 
tenderness in the right upper quadrant. The Graham- 
Cole test was positive. Urinalysis: sp. gr. 1,010, no 
albumin, sugar 4 per cent. Blood sugar 250 gm. Chol- 
ecystectomy was done. The gallbladder contained 
stones. The patient was discharged on the thirteenth 
day, on a diabetic diet. Three months later the patient 
was on a general diet, sugar-free, and the blood sugar 
was 120 mg. 
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TABLE V 
CASES OF DIABETES MELLITUS WITH OTHER MISCELLANEOUS PATHOLOGY OF THE GALLBLADDER 








Sex Age Blood SugarSugarin Urine Operation Gross Findings at Autopsy 


F 59 200 — Liver soft, friable, with cloudy swelling. 
Gallbladder. adherent to colon. No 
stones. Arteriosclerosis. 


Liver pale brown, swollen arf fatty 
(2,930 gms.). Cloudy swelling. Gall- 
bladder distended with dark bile. Dis- 
charging right ear. 


Liver weighed 2,230 gms. Metastatic 
masses from primary carcinoma of the 
gallbladder. Chronic pancreatitis with 
necrosis. Gallbladder tense and con- 
tained mucin and tumor mass. Ducts 
patent. Gangrene of both feet. 


308 ; ? y Liver fatty (2,478 gms.). Pancreas 

(1926) showed fatty infiltration. Gallbladder 
markedly distended. Gangrene of left 
leg. 


310 ¢ Chronic passive congestion of liver 
(1926) (weight 2,030 gms.). Gallbladder thick- 
ened. No stones. 


583 : : r Thyroidectomy (Cloudy swelling of liver (weight 1,490 
(1926) (Exoph. goiter) gms.). Mucosa of gallbladder shows 
spots of separation. o stones. 


bid J 2s y Liver (?) Atrophy of pancreas. Gall- 
(1926) 


bladder normal in size and contains 
brown mucid bile. No stones. Ducts 
patent. 








TABLE VI 
YOUNGER PATIENTS (JOSLYN) 











Age of onset of Age gallbladder Duration of dia- Duration in years Age at 
diabetes disease diagnosed betes (living before death Operation 
Jan., 1923) 
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OBSERVATIONS ON THE C 


AUSE AND PREVENTION OF 


INFLUENZA AND INFLUENZAL PNEUMONIA* 


Epwarp C. Rosenow, M.D. 
Rochester, Minnesota 


“ THE pandemic of influenza of 1918 and 
19T9 extremely important experimental re- 
sults bearing on the etiology of influenza were 
obtained with Bacillus influenze by Blake and 
Cecil, Duval, Parker and others, with green- 
producing and hemolytic streptococci by Rose- 
now and with staphylococci by several workers. 
On the basis of this work I suggest the following 
hypotheses: Peculiar strains of these organisms 
occurring individually or symbiotically should be 
considered the cause of the varied manifestations 
of influenza. Mutation or “dissociation” in the 
pneumococcus-streptococcus group normally pres- 
ent in the upper respiratory tract in human be- 
ings, sudden acquirement of exalted and peculiar 
virulence, especially of the streptococcus group, 
and hypersensitiveness or allergy to the bacte- 
rial proteins should be considered as important 
factors in the production of the peculiar manifes- 
tations of this disease. 

To quote from one of my published reports: 
“The freshly isolated strains from influenza and 
its accompanying lesions have been found to pro- 
duce relatively large amounts of ‘anaphylatoxin’ 
both in vitro and in vivo. The idea that the viru- 
lence of these bacteria may depend in part on 
their ability to produce ‘anaphylatoxin’ is in ac- 
cord with my previous finding that virulent pneu- 
mococci and their filtrates produce a larger 
amount of this toxic substance than avirulent 
pneumococci. The picture in animals is clearly 
that of an anaphylactic intoxication, and sug- 
gests that the symptoms and lesions in man as 
recorded by numerous observers may likewise be 
due to this cause in which sensitization of the 
host to the bacterial proteins may or may not play 
a part. Findings as follows indicate this mech- 
anism: (1) the delay in the coagulation time of 
the blood, leukopenia and cyanosis; (2) the 
marked tendency to develop acute pulmonary 
edema with a distended lung and relatively im- 
mobile expanded chest and extreme respiratory 
effort; (3) the voluminous lung as found at 

The Mayo 


Rational Con- 
C., January 10, 1929. 


*From the Division of Experimental Bacteriolo 
Foundation, Rochester, Minn., presented at the 
ference on Influenza, Washington, D. 


necropsy; (4) the occurrence of the rupture of 
alveoli and consequent subcutaneous emphysema 
(bronchial spasm); (5) the frequency of abor- 
tion (contraction of unstriped muscle) and other 
uterine disturbances.” 

The small anaérobic organism isolated from 
filtrates by Olitsky and Gates in the early stages 
of influenza should Le regarded as being related 
to the streptococcus-pneumococcus group. They 
have shown that after long cultivation the or- 
ganism becomes less anaérobic, of larger size, 
and of fairly typical streptococcal morphology. 

The time, it seems to me, has fully arrived 
when epidemiologists and boards of health should 
acknowledge that while common-sense measures 
of quarantine are indicated the disease cannot be 
adequately controlled in this way. However im- 
portant contact infection may seem to be, it is 
not the fundamental factor that causes epidemic 
and pandemic waves of this disease to appear 
and disappear so suddenly and so mysteriously 
at varying intervals of time. 

I have found that the bacterial flora of the 
present epidemic in Rochester and in Minneap- 
olis, Minnesota, and in Miami, Florida, is the 
same. Furthermore, it is like that of the pan- 
demic of 1918 and 1919. The disease fortunately 
is milder and correspondingly the virulence of 
the streptococci is less marked. The green-pro- 
ducing streptococcus has been found constantly 
present in pure culture or in predominating num- 
bers in the early stages of the disease, and the 
hemolytic streptococcus alone, or in mixture with 
the green-producing streptococcus, has been found 
later, especially in the secondary attack. Bacillus 
influenze and staphylococci have been found in 
goodly numbers in about one-fourth of the cases. 

Instability and a marked tendency to the de- 
velopment of mutational forms have been noticed 
in the respective strains isolated in this epidemic. 
Similar features were noticed in the pandemic of 
1918 and 1919. 

A summary of the results of the use of the 
vaccine during the pandemic of 1918 and 1919 
is given in the tabulation. 
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TABULATION 
RESULTS IN PERSONS VACCINATED THREE TIMES IN THE PANDEMIC OF INFLUENZA OF 1918 anp 1919 





—_—_ 


Incidence in Each 1,000 Persons 





Groups 


Persons Influenza | Pneumonia Deaths 





Vaccinated 


17,532 102.8 42 08 





Nineteen counties in Minnesota - 
Unvaccinated 


36,100 373.5 20.4 6.35 





Vaccinated 
Olmsted County, Minnesota 


9,300 41.0 3.0 0.64 





Unvaccinated 





8,700 248.0 4.00 





Vaccinated 
Institutions 


8,306 31.0 E 0.5 





Unvaccinated 


9,388 200.0 5.9 








Vaccinated 


57 5.0 





Hospitals - 
. Unvaccinated 








609 22.0 





Vaccinated 


93,476 . 1.43 





Results from questionnaires . . 
Unvaccinated 


345,133 8.55 








Vaccinated 


997 14.0 





Influenza complicating pregnancy 








Unvaccinated 


3,656 ! 59.9 


























The incidence of influenza and pneumonia, and 


the mortality rate, were consistently higher 
among the unvaccinated than among the vacci- 
nated persons in each of the different groups 
studied. 

The incidence of influenza was from three to 
six times as great and on the average was four 
times as great in the unvaccinated control groups 
as in the vaccinated groups. This observation 
was not anticipated since the vaccine was used 
only in the hope that the complicating pneumonia 
and the death rate might be lowered. Pneumonia 
occurred from three to twelve times as often in 
the unvaccinated as in the vaccinated groups. 
Deaths were from four and a half to nine and 
a half times as frequent in the unvaccinated as in 
the vaccinated groups. These differences are be- 
lieved to be too great to be explained on the basis 
of statistical or other error in compiling the re- 
sults, and therefore seem attributable to the vac- 
cine. 

The largely negative results of Jordan and 
Sharp obtained in 1920 should not be interpreted 
as nullifying the positive results which I have ob- 
tained. In their work no particular care was ex- 
ercised to incorporate freshly isolated strains, es- 
pecially of the green-producing and hemolytic 


streptococci, which were so predominatingly pres- 
ent. I used freshly isolated strains. They 
worked at a time when the bacteria found, as 
well as the clinical manifestations, were far 
more heterogeneous and the disease less viru- 
lent. The amount of streptococcus viridans, 
the peculiar green-producing streptococcus in 
their vaccine, was approximately a half of the 
amount which was present in my vaccine. A 
sixth of their vaccine consisted of Bacillus influ- 
enz@, against which, as is well known, it is more 
difficult to immunize than against pneumococci 
or streptococci. My vaccine contained at first a 
smaller proportion of influenza bacilli than theirs 
and later no influenza bacilli, but staphylococci 
instead. Their organisms were killed by heat; 
mine were killed by cresol. Moreover, in their 
series, as in mine, most of the patients declared 
that they had received definite protection against 
colds. Differences in epidemics and in the vac- 
cines used may readily explain the discrepancies 
in the results obtained. 

The bacterial flora of the present epidemic 
seems to be much like that of 1918 and 1919; at 
that time seemingly unmistakable good results 
were obtained from a mixed vaccine made to con- 
tain a high proportion of freshly isolated strains. 
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I would recommend, therefore, that a concerted 
effort on a large scale be made against this dis- 
ease by means of vaccines prepared from freshly 
isolated stiains in proportions approximating the 
bacterial flora at hand in different localities. This 
work has already begun in Rochester. 

The bacteria are grown in gallon bottles of 
broth; this is clarified, and the bacteria then are 
stored in dense suspension in glycerin and sodium 
chloride solution. The vaccine is made by di- 
luting these dense suspensions with sufficient ster- 
ile sodum chloride solution. These dilutions are 
heated at 70° C. for one hour and 0.3 per cent 
phenol is added as a preservative. One cubic 
centimeter is made to contain 5,000,000,000 killed 
bacteria. Three subcutaneous injections of 0.3, 
0.5 and 1.0 c.c., respectively, are given at weekly 
intervals and then a monthly injection of 1.0 c.c. 
for as long a time as needed. The dosage for 
children should be about half and for infants 
about a fourth that for adults. 

The vaccine is sent gratis to physicians by The 
Mayo Foundation in the hope that information 
of value as regards the good that may be ac- 
complished in this way will be forthcoming. In 
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order to estimate the value of the vaccinations, 
physicians are requested to be sure to record the 
name, sex, age, occupation, the degree of reac- 
tion, the date and number of vaccinations and 
the date, duration and severity of attacks of re- 
spiratory infections in those vaccinated. So far 
as possible they are requested to give similar data 
concerning unvaccinated persons living under 
similar circumstances or who live or work in the 
same household, shop or office. 
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RELIEF OF EARACHE BY PHENOL-GLYCERIN 
MIXTURE 


Drops for earache that immediately and continuously 
give relief are not available, nor are they desirable, as 
they would mask the symptoms and permit middle ear 
suppuration to go on to mastoiditis with all its dangers 
and sequele. Instillation, as hot as can be borne, of 
glycerin with 5 per cent of phenol is usually adequate 
to relieve pain of acute non-suppurative middle ear in- 
flammation. If this does not suffice, prolonged irriga- 
tion of the ear canal with water as hot as can be borne, 
usually gives a great deal of relief. (Jour. A. M. A., 
April 27, 1929, p. 1471.) 


PHENOBARBITAL 

Phenobarbital is the name given by the Revision Com- 
mittee of the U. S. Pharmacopeia for the product in- 
troduced as luminal. Jobbers supply luminal on orders 
for pheno-barbital-U.S.P. In the past, this has been the 
only thing which they could do, as the Winthrop Chem- 
ical Co., Inc., proprietors of luminal, own the patent 
for this substance. The patent expires, however, May 
7, 1929, and several manufacturers are already ‘prepar- 
ing to put non-proprietary brands of phenobarbital- 
U.S.P. on the market after that date — which, of 
course, will be sold under the official name. (Jour. 
A. M. A., April 13, 1929, p. 1295.) 
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THE SIGNIFICANCE OF LOWER URINARY TRACT FINDINGS 
IN UPPER URINARY TRACT DISEASES 


Joun M. Cuttican, M.S., M.D. 
Saint Paul 


;* many diseases of the upper urinary tract, 
certain definite findings in the lower urinary 
tract may be found which are extremely impor- 
tant in making, or helping to make, a diagnosis. 
Oftentimes these findings are apparently insig- 
nificant, and, if overlooked or disregarded, may 
be misleading, whereas if observed and properly 
interpreted, they may clinch an otherwise uncer- 
tain diagnosis. Occasionally difficulties in ureteral 
catheterization may force the cystoscopist to re- 
ly entirely upon his visual findings of the bladder 
in determining the renal pathology. Some visual 
cystoscopic findings are in themselves pathog- 
nomonic of certain renal conditions but if care 
in interpretation is not exercised, the wrong con- 
clusion may be reached. 


RENAL TUBERCULOSIS 


The variability of the urinary symptoms in 
tuberculosis of the kidney is very marked. For 
this reason one must always be on guard and, if 
any signs present themselves which suggest it, a 
thorough examination should be made until the 
condition is ruled out. A patient with renal tu- 
berculosis may be symptomless and cystoscopy 
indicated only because of the presence of blood 
or pus in the urine or he may complain of very 
extreme nocturnal and diurnal frequency. Any 
sign, therefore, which arouses the suspicion of the 
examiner is of greatest importance. Renal tu- 
berculosis may cicatrize the bladder or ureter to 
such an extent that insertion of ureteral catheters 
is impossible. Because of this, it may be readily 
seen how important it is to suspect renal tuber- 
culosis from the appearance of the bladder and 
the ureteral orifices. 

Ordinarily renal tuberculosis causes secondary 
bladder changes which are quite characteristic. 
The bladder is very painful and appears highly 
inflamed on examination. The mucosa becomes 
fiery red, oftentimes in circumscribed areas, most 
frequently adjacent to the ureteral orifice of the 
affected kidney. Many times the mucosa will 
ulcerate and bleed on overdistension. In very 
rare cases tubercles may be seen in the bladder 


mucosa. They appear as small, whitish areas in 
the center of very red areas of inflammation. 
The ureteral orifices themselves frequently take 
on characteristic appearances. The urinary spurt 
may be cloudy in appearance from one side in 
comparison to the other, which is clear. The 
orifice may be displaced from its usual position, 
being retracted laterally a distance of two or 
three centimeters. The orifice may appear highly 
inflamed or be buried in a mass of inflammatory 
tissue. Or it may appear patulous, that is, fixed 
and open, and has been described as the “golf 
hole” meatus. 

Renal tuberculosis causes pathological changes 
in the ureter which may aid in diagnosis. Tuber- 
culous strictures are usually characteristic in ap- 
pearance and can be easily differentiated from 
other inflammatory or spasmodic narrowings. 
They are dense, fixed, multiple, extending over 
wider areas, with irregular edges. Between the 
strictured areas, there may be sacculations. This 
can easily be brought out by a ureterogram. Re- 
cently we examined a patient in whom symptoms 
had been present only three weeks. The bladder 
was slightly suggestive of tuberculosis in that 
small areas of highly inflamed tissue surrounded 
the left ureteral orifice and no urinary spurt could 
be seen coming from the meatus. An obstruc- 
tion was encountered in the ureter about one 
centimeter above the bladder. An attempt to 
obtain a pyelogram was made by injecting the 
lower ureter. A good outline of the ureter was 
obtained but the pelvis was not filled sufficiently 
to be of any diagnostic assistance. In spite of 
this and in spite of repeated negative stains of 
the urine for the tubercle bacillus, we were able 
to make a diagnosis of renal tuberculosis from 
the appearance of the bladder and from the 
ureterogram. This was borne out at operation. 
At times the ureter may be occluded at some 
point and the presence of a strictured, sacculated 
ureter below warrants the diagnosis of occluded 
renal tuberculosis. 

The presence, therefore, of any of the above 
mentioned signs; a highly inflamed irritable 
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bladder, an ulcerated bladder, particularly when 
adjacent to one ureteral orifice, a mucosa con- 
taining tubercles, displacement laterally of the 
meatus, a “golf hole’ meatus, an orifice buried 
in a mass of inflammatory tissue, a unilateral 
spurt of cloudy urine, a strictured, sacculated 
ureter, is sufficient to make one suspicious of, 
and at times definite enough to permit one to 
make a positive diagnosis of, renal tuberculosis. 


PYELONEPHRITIS 


The bladder frequently shows typical findings 
in bilateral pyelonephritis. Occasionally the find- 
ings are definite enough to make a positive diag- 
nosis before catheterized renal specimens are 
obtained. The vesical mucosa shows a diffuse 
mild cystitis in contradistinction to the ulcerated, 
fiery red, areal cystitis of tuberculosis. The pres- 
ence of large amounts of white flocculent pus in 
the base of the bladder is practically pathog- 
nomonic. The urinary spurts from both meati 
are cloudy or turbid. In the presence of these 
findings bilateral pyelonephritis may be suspected 
with a fair degree of certainty. Examination of 
catheterized ureteral specimens will definitely 
prove one’s suspicions. 


PYONEPHROSIS 


Pyonephrosis can be diagnosed more accurate- 
ly as a rule from visualization of the ureteral 
orifice on the affected side than by any other 
method. A differential diagnosis of pyonephrosis 
from an infected hydronephrosis can not be 
made from the pyelogram but pyonephrosis be- 
trays its presence in most cases by exuding thick, 
creamy pus through the ureteral orifice. This 
gives the appearance of dentifrice being squeezed 
from a collapsible tube and has given rise to 
the descriptive term “tooth-paste pus.” When 
this is seen a positive diagnosis may be made 
without further investigation. 

RENAL TUMOR 


The most constant subjective symptom in tu- 
mor of the kidney is hematuria. With the history 
of bleeding and a bladder which is cystoscopically 
normal, one’s attention must be focused on the 
kidneys as the likely origin. In this connection, 
we wish to emphasize the advantage of the direct 
cystoscope over the indirect. It can readily be 
seen how important it is to examine the patient 
while he is bleeding in order to determine the 
source. The field of vision and the point of en- 


trance of the cystoscopic fluid in the indirect: 
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cystoscope are not the same. A bloody field ren- 
ders the examination unsatisfactory or impos- 
sible. With the direct cystoscope the field of 
vision and the site of entrance of the media 
are the same and there is no difficulty encoun- 
tered from hemorrhage as the fluid continually 
washes the field of vision. Blood seen coming 
from a ureteral orifice gives a very characteristic 
appearance. Each urinary spurt resembles a puff 
of thick white smoke and when once seen is not 
easily forgotten. This finding in itself sug- 
gests the possible presence of renal tumor and 
should immediately suggest pyelography to the 
examiner. 

Papillary epithelioma of the renal pelvis, in 
addition to the above sign, gives other character- 
istic findings. Occasionally a tag of tumor tissue 
is seen protruding from the ureteral orifice. 
Transplants of the tumor may be present in the 
vesical mucosa. This finding is extremely sug- 
gestive of the condition, while the protruding 
tags are pathognomonic. Pyelography usually 
corroborates the diagnosis. 


RENAL FUNCTION 


The differential functional test has become a 
well established procedure. In fact now it is 
practically unheard of to operate for any renal 
condition without knowing the relative function 
of each kidney. The phenolsulphonephthalein test 
is most generally used. However, at times it is 
very helpful to be able to determine renal func- 
tion without ureteral catheterization. Ten cubic 
centimeters of indigo-carmine given intravenous- 
ly will color the urine in about four minutes in 
a normal kidney. Its color should be deep blue. 
When a diminution of function exists in one 
kidney, there is a delay in the appearance time 
of the dye and the color is much lighter. After 
a certain amount of experience with this test, 
fairly accurate differential functional tests may 
be obtained. 


CONCLUSION 


From the above considerations it may readily 
be seen that a definite diagnosis of the above 
enumerated renal conditions can be made in 
a certain number of cases from visualization 


of the bladder through the cystoscope. In other 
cases very valuable and suggestive data may be 
obtained which will lead one to suspect certain 
renal pathology and direct his efforts to further 
investigation in arriving at a positive diagnosis. 
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SURGERY FROM THE PEDIATRIC STANDPOINT* 


Epwarp Dyer ANDERSON, M.D. 
Minneapolis 


T WOULD be futile for me, in the short time 

at my disposal, to try to discuss all the surgi- 
cal conditions which we meet in children. In- 
stead, I wish to speak of a few general consid- 
erations dealing with surgery in infancy and 
childhood. 

The first is in regard to diagnosis. Because of 
the inability of small children to talk and the in- 
accuracy of many older children in describing 
symptoms, it is often extremely difficult and 
sometimes impossible to make an accurate and 
absolute diagnosis, and this is particularly true 
in surgical conditions of the abdomen. Natu- 
rally, we all want to make a definite diagnosis of 
the actual condition before advising operation. 
This is as it should be, but at times may lead to 
unnecessary and dangerous delay. The main 
duty of the man examining the child is to deter- 
mine whether or not a surgical condition exists, 
and not what the actual diagnosis is. The acute 
abdominal conditions most commonly met in chil- 
dren are acute appendicitis, intestinal obstruction, 
subphrenic abscess, inflammation or obstruction 
of Meckel’s diverticulum, peritonitis (either pri- 
mary or secondary), pelvic abscess, and rupture 
of some abdominal or pelvic organ due to trauma. 

In the majority of cases it is comparatively 
easy to arrive at a definite conclusion as to the 
actual condition before operation, but sometimes 
it is impossible or at least requires considerable 
observation, study and time to do so. In chil- 
dren the time element is often a very important 
one and a delay of a few hours may mean the 
difference between a normal and easy convales- 
cence and recovery, and either death or a stormy, 
protracted recovery. For this reason, I think it 
well to call attention again to the fact that the 
first and essential thing is for us to determine 
whether or not we are dealing with a surgical 
condition within the abdomen, and, if so, to pro- 
ceed at once with surgical intervention, even 
though we are unable to state definitely the exact 
diagnosis. 

In dealing with children, one constantly meets 


—_——. 


*Read before the Hennepin County Medical Society, Minne- 
apolis, Nov. 21, 1928. 


the problem of whether or not the child should 
have his tonsils and adenoids removed. On the 
whole, I believe, most men tend to be more con- 
servative in their attitude towards this question 
than formerly. I do not intend to discuss the in- 
dications for tonsillectomy and adenoidectomy, 
but wish to speak of the age at which it is safe 
and wise to operate, granted that we feel that 
the condition of the child’s tonsils and adenoids 
warrants removal. There has been a more or less 
widespread tendency to set definite age limits be- 
fore which the operation should not be per- 
formed, and to my mind this is wrong in prin- 
ciple. The age limit which has been set has 
varied with different men, but I think the one I 
hear most commonly stated is three years. Some 
place it at five years, and some place it as low as 
two. There are two factors which have com- 
monly tended to bring about this feeling that a 
child should not have the operation performed 
when very young. One is the fact that in very 
small children it is difficult for the operator to do 
a thorough operation because of the small space 
in which he has to work. The other is the fact 
that there is a definite cycle of development of 
the lymphoid tissue in childhood, and that in in- 
fancy and the first few years of life, the child 
is in the stage where the lymphoid tissue tends 
to grow rather rapidly. Because of this, if the 
tonsils and adenoids are removed at a very early 
age, there is a tendency of some recurrence of 
the tissue later on. I think these two factors 
should be recognized and I am not an advocate of 
the early removal of tonsils and adenoids unless 
it is absolutely necessary. However, I am a very 
strong believer that if one feels that, because of 
the condition of the tonsils and adenoids, the 
child’s health and development are being im- 
paired, he should advise their removal, regard- 
less of the age. I doubt if there is any more 
danger in having the operation done in a child 
under two years old than there is in an older 
child or adult. There is however, as stated be- 
fore, the greater danger that later on it may be 
necessary to repeat the operation, and I think the 
parents should be warned of this. This fact, 
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however, should not deter us from having the op- 
eration performed when we are convinced that 
the child will be benefited by it. I have had the 
tonsils and adenoids removed in one child seven 
months old and in several about one years of age, 
and all of them got along as well if not better 
than older children who have had the same op- 
eration. These were all babies in whom I was 
convinced that there was definite danger in leav- 
ing the tonsils and adenoids in, and they were all 
markedly benefited by the operation. I do not 
think we should ever advise this operation in 
small infants and children unless convinced that 
there is real disease present; but if we have 
that conviction, we should not hesitate to have 
the diseased tissue removed. 

Empyema is a condition which we meet all 
too often in children as well as in adults. It is 
unwise and almost criminal to attempt radical 
surgical intervention in empyema while the acute 
pneumonic process is still present. The mortal- 
ity in infants and children was even greater than 
in adults, in the days when early rib resection 
was done for the treatment of empyema. I think 


everybody realizes perfectly today that the closed 
method of drainage is the one which should al- 
ways be tried in dealing with those cases of em- 
pyema which do not clear up with simple aspira- 


tion. In the great majority of cases in infancy 
and childhood, the closed method will work suc- 
cessfully. However, in the last few years, so much 
has been written upon the advantages of the 
closed over the open method of drainage that I 
think sometimes we forget that there are a few 
cases which do not yield to this treatment. These 
are the cases in which aspiration has been em- 
ployed in the acute stage and then the closed 
method has been instituted for some time, but 
still the temperature persists, and the child does 
not seem to be gaining ground, and, in fact, is 
losing. To my mind there comes a time when 
one should resort to a rib resection in these cases, 
and it should not be delayed too long. It can 
be done with comparative safety if the child is 
well past the acute pneumonic process. I would 
emphasize again that it is only in the exceptional 
case that this procedure will be necessary, but I 
think we should recognize the fact that there are 
such cases. I realize that there are some men 
who would answer me in this stand by saying 
that if the closed method is properly done, and 
adequately carried out, it will not fail; hence the 
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open method should never be necessary. The 
answer that I would make is that, if this is so, 
there are many very excellent surgeons who have 
had training and experience in chest surgery who 
do not know how to do the closed method prop- 
erly and that until the surgeons as a whole have 
learned how to do it so that it is always success- 
ful, we must not subject some of our empyema 
children to danger by stubbornly sticking to a 
method when it does not work. Personally, | 
do not feel that the closed method will always 
work in children, regardless of how or by whom 
it is done. One factor which may cause its oc- 
casional failure is the restlessness and constant 
movement of children with the resulting difficulty 
of keeping the closed drainage system tight and 
working. , 

In conclusion, I would state again that I think 
the closed method should always be tried and that 
in the vast majority of cases it will prove most 
satisfactory; but I do feel that we should recog- 
nize that there are exceptions and we should not 
delay too long in resorting to the open method 
when it is indicated. 

I should next like to speak briefly about anes- 
thesia in infancy and childhood. First, it has 
been my observation that children, even to the 
smallest of infants, stand general anesthesia, 
when properly given, very well. I have seen 
several babies only a few days old anesthetized 
over fairly long periods of time with no ill ef- 
fects. In fact, I think infants and children, as 
a whole, tolerate general anesthesia better than 
adults. Many seem to fear general anesthesia in 
children and I really feel that this fear is un- 
founded. My conviction in regard to this leads 
me to speak against the widespread use of local 
anesthesia in children. For me to attempt to 
make any absolute rules in regard to anesthesia 
would be obviously absurd. I realize that there 
are certain cases in which it is wise and best to 
use local anesthesia; but certainly in the vast 
majority of cases it is best to use general rather 
than local anesthesia when dealing with infants 
and children. In this discussion I am referring 
particularly to operations other than very minor 
ones. My chief reason for feeling as I do is 
that although children as a rule stand surgery 
very well, they do not tolerate prolonged surgi- 
cal procedures with safety. In the great ma- 
jority of operations that I have observed, it has 
taken longer to do a given operation where lo- 
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cal rather than general anesthesia was used. This 
js particularly true of abdominal operations and 
it is here that the time element seems to be a 
particularly important one. The operation for 
pyloric stenosis will serve to illustrate my point 
in regard to the prolongation of the time neces- 
sary to perform the operation under local anes- 
thesia. Although I have seen several beautiful 
results obtained in doing the Ramstedt opera- 
tion for pyloric stenosis under local anesthesia, 
more than once have I seen the operator have 
considerable trouble. The operation may go 
along perfectly until the abdomen is opened and 
then, because of some pain caused by the oper- 
ation, the baby becomes restless or starts to cry. 
With the straining brought about by the crying, 
the abdominal contents tend to come out through 
the incision and even if they can be kept in place, 
it is extremely difficult if not impossible for the 
operator to proceed. A nurse hurriedly gets a 
nipple for the baby to suck, hoping that this will 
stop the crying, which it sometimes does, tem- 
porarily, but more often the baby continues to 
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cry or soon starts again, and quite often after 
considerable.time has been. wasted, ether has to 
be given before the operator can proceed. I ad- 
mit that this is an extreme example, but it has 
been my experience that local anesthesia does 
tend to lengthen the time of most operations. 

Another factor that must be considered in 
choosing between general and local anesthesia is 
the fear and shock which may occur in case the 
local anesthesia does not work perfectly. This 
applies, of course, particularly to children be- 
yond the age of infancy. In most operations 
done under local anesthesia there is no pain, 
but even in the hands of the most skilled work- 
ers, there are times when it is not completely 
successful and I have seen children subjected to 
pain and fear with resulting shock which could 
have been avoided if general anesthesia had been 
used. To summarize the point, I feel that, except 
in certain isolated and specific cases, local has no 
particular advantages and has some definite dis- 
advantages over general anesthesia. 





COLLOIDAL MERCURY SULPHIDE-HILLE 


The Council on Pharmacy and Chemistry reports 
that the Hille Laboratories, Inc., Chicago, requested 
recognition of Colloidal Mercury Sulphide-Hille as a 
colloid prepared by the “condensation method,’ the 
stabilizing medium being a hydrolyzed protein “free 
from the properties responsible for the production of 
anaphylaxis in rabbits.” As evidence for the value of 
the product the firm submitted the manuscript of a pa- 
per by G. E. Wakerlin and C. Eiseman which has been 
published, the manuscript of an unpublished paper by 
Wakerlin, and clinical data by R. H. Paterson. The 
unpublished paper by Wakerlin gives the results of pre- 
liminary animal experimentation which do not permit 
definite conclusions. The clinical trials of Paterson 
should be given little weight and cannot be taken to 
exclude risks from intravenous injection. The unpub- 
lished paper by Wakerlin (which is to be published in 
the Archives of Dermatology and Syphilology and was 
considered by the Council at the request of its editor) 
is thus far the chief available evidence in favor of 
Colloidal Mercury Sulphide-Hille and it seems to show 
that the product is now ready for clinical trial. The 
Council postponed consideration of the acceptance of 
the product to await the results of clinical trials. (Jour. 
A. M. A., April 20, 1929, p. 1349.) 


ORAL ADMINISTRATION OF TYPHOID 
VACCINE 


Recently two investigators have observed the effect 
of oral administration of typhoid vaccine on antibody 
formation. Using the triple vaccine they found that 
88.5 per cent of their subjects developed agglutinins for 
typhoid and a lesser number for paratyphoid bacilli. 
This is compared to 80 per cent who, according to the 
literature, developed agglutinins after . subcutaneous 
inoculation and to 90 to 95 per cent who show a posi- 
tive Widal, reaction after suffering from the disease. 
The administration of bile before the vaccine increased 
the percentage and shortened somewhat the latent pe- 
riod in which agglutinins are developed. This interval, 
the investigators find, is no longer when the oral meth- 
od is used than it is for the more orthodox method. 
Complement fixations and precipitins were tested in a 
smaller number of persons and were found to be pres- 
ent more frequently than in the case of subcutaneous 
inoculation. These results show a closer similarity in 
antibody formation to the immunity reaction of typhoid 
on the part of oral than of subcutaneous administration. 
However, clinical resistance to disease may not corre- 
spond accurately with the development of agglutinins or 
precipitins. A method so well proved as subcutaneous 
inoculation against typhoid will not be lightly aban- 
doned. (Jour. A. M. A., April 6, 1929, p. 1185.) 





PELLAGRA FOLLOWING ALCOHOLISM* 
REPORT OF TWO CASES 


JouNn Francis Briccs, M.B., 
and 
Georce N. Ruwserc, M.D. 


Saint 


ELLAGRA is defined by Ormsby as a chronic, 
constitutional, endemic disorder, character- 
ized by symptoms referable to the cutaneous, gas- 
tro-intestinal and nervous systems, and having a 
tendency to seasonal recurrence.’ 

As a disease entity, it was first observed in 
1732 by Gaspar Casal of Spain, but was not re- 
ported by him until 1762. From 1762 to 1776 
the names of Anto Pajuta, Odoarti, and Frapolli 
are closely associated with the historical résumé 
of the condition. In 1771 Frapolli of Milan 
named the new entity pellagra, the derivation be- 
ing from the Latin pellis (the skin) and aeger 
(the diseased). In earlier years large groups of 


cases in pellagrous communities were being re- 
ported, as well as were isolated cases in other 
parts of the world; but in recent times early 


recognition of the condition and the more fre- 
quent clinical diagnosis has shown it to be of 
widespread geographical distribution. 

The etiology of pellagra is as yet not definitely 
known, but even in the earliest times it was be- 
lieved to be related to a disturbed dietary régime. 
Early workers thought that it resulted from the 
eating of corn, either as a result of a toxic prod- 
uct contained in the corn or else formed in the 
corn through the action of molds of bacterium. 
This was the so-called Zeist theory. Many agen- 
cies have been purported as the causative factor 
until Goldberger, by an epidemilogical and statis- 
tical study, showed that a definite relationship 
existed between pellagra and diets which were 
high in cereal content and low in the fresh animal 
protein elements. He further demonstrated ex- 
perimentally the production of pellagra by the 
use of diets low in the pellagra-preventive fac- 
tor, and the alleviation of the symptoms thus 
produced by the introduction into the diet of 
those elements rich in the same factor.’ As yet, 
however, the nature of the pellagra preventive 
factor itself is unknown. 

Pellagra may be found associated with other 
pathological processes in the body, processes 


*From the Neurological Service, Ancker Hospital, St. Paul. 


Paul 


which by their nature alter metabolism or bring 
about changes in the diet of the patient. It has 
been found in people suffering from gastric ul- 
cer. Joyce and Seabrook report its presence in 
a woman, who, because of a stricture of the rec- 
tum, voluntarily placed herself upon a diet high 
in cereal elements in order to overcome chronic 
constipation.» Nuzum reports two cases oi pel- 
lagra in individuals suffering from carcinoma of 
the terminal ileum." Mook and Weiss report 
pellagra in a vagrant who by force of circum- 
stances was on a rather hit and miss dietary ré- 
gime, as well as its development in a patient who 
was on a reducing diet.’ 

From the beginning, chronic alcoholism has 
been associated as an etiological factor in pel- 
lagra. Robichaux* reports pellagra in a farmer 
with an alcoholic history; Klauder and Winkel- 
man® in a review of one hundred cases call at- 
tention to the part that alcohol plays in pellagra; 
while Sweitzer’® in a report of seven cases again 
emphasizes the striking relationship existing be- 
tween pellagra and alcoholism. Bethel," Jadas- 
sohn,’* Rossi,’* and O’Leary™ also have recog- 
nized the association of chronic alcoholism with 
pellagra. 

Alcoholism, with its predisposition to gastro- 
intestinal disturbance and dietary irregularities, 
proves a fertile soil for the development of pel- 
lagra as illustrated by the following two cases. 

The first case is that of an adult white male, aged 
46, who was first admitted to the hospital on Decem- 
ber 28, 1928, with the diagnosis of delirium tremens 
and possible beginning alcoholic psychosis. At this 


time he complained of nervousness and spells of 
depression. 

The patient has led a varied life. At times he was 
associated with traveling carnivals, a musician in road 
shows and finally became a sales promoter. He now 
holds a responsible position with a sales promotion 
company, but the nature of his work keeps him in in- 
timate contact with bootleggers, soft drink parlors, and 
the like, with the result that during the past year he 
has been drinking more heavily than usual and at 
times would go on prolonged debauches. He stated 
that he has never been an absolute teetotaler, but that 
recently he has consumed large quantities of liquor. 
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During the week previous to admission he was on a 
prolonged drunk and in attempting to get off his de- 
bauch he became nervous and reported here for treat- 
ment. He noticed that for the past several months he 
was having difficulty in keeping up with his work and 
that he would have spells of depression. At times he 
would have crying spells. At this time his appetite 
was poor and he was troubled with constipation. While 
on these debauches, he would eat irregularly and often 
would go without meals. Five years ago he had a 
fungoid infection of his hands, which disappeared on 
treatment. 


Physical examination revealed a well developed, well 
nourished white male who was not acutely ill. The 
only positive finding on examination was that of hy- 
peractive reflexes and no note was made of any ecze- 
matous condition being present at this time. The diag- 
nosis of chronic alcoholism with beginning psychosis 
was made. 


He was discharged from the hospital on December 
31, 1928, only to be readmitted on January 4, 1929, be- 
cause of extreme nervousness. On returning home 
from his first admission he was troubled with insomnia 
probably as a result of his nervousness. A druggist 
friend gave him veronal and it is the patient’s belief 
that he may have had an overdose of the medicine be- 
cause he felt very “dopey.” His speech was slurring, 
but he was well orientated and there was no evidence 
of dementia found. 

Physical examination revealed a bilateral, symmetri- 
cal eczema of the dorsum of the hands. The lesions 
were port wine in color with scattered areas of 
scaling throughout and extended from the junction of 
the forearm and the wrist to the metacarpo-phalangeal 
junction. The patient was placed on routine house diet. 
For three days the patient’s condition remained about 
the same, after which he became more cheerful and 
was of great assistance with the ward work. He left 
the hospital on January 9th with instructions to eat a 
well balanced diet, to increase his protein intake and 
to drink plenty of milk. Zinc oxfde ointment was given 
him for his skin lesions. 


He reported back to the hospital on January 28. The 
eczema then had entirely disappeared with the excep- 
tion of one small area about the size of a dime which 
was present on the left hand. The patient felt much 
better, had not been intemperate, and was following out 
his dietary instructions. 


On February 13, 1929, the patient reported, was feel- 
ing very well and the small patch of eczema mentioned 
above was still present and resembled a fungoid con- 
dition. The patient stated that he had had this lesion 
for many years, and that it had not changed any so 
far as he could remember. 


The history of alcoholism in association with the 
mental depression suffered by the patient and the pres- 
ence of bilateral symmetrical eczema, warranted a di- 
agnosis of alcoholic pellagra. The disappearance of all 
symptoms upon the proper dietary régime was a clini- 
cal proof that the diagnosis was correct. 


The second case is that of an adult white male, aged 
50, who was admitted to the dermatological service on 
December 19, 1928, with a diagnosis of chronic eczema. 

For the past two years the patient had indulged in 
large quantities of moonshine with the result that he 
had often gone from twenty-four to forty-eight hours 
without eating a meal. His friends stated that he had 
not drawn a sober breath since 1926. In September, 
1928, he noticed a papular rash developing on both feet. 
This did not respond to treatment, and in a short time 
the lesions became vesicular, after which weeping and 
crusting occurred. The condition spread gradually un- 
til it reached an area just above the knees; it then 
appeared upon the dorsum of his hands and forearms 
as far as the elbows. Later a patch developed upon his 
neck. His past history was negative, and there was no 
serological or clinical evidence of lues. On examination 
the patient was very apprehensive and had a marked 
tremor of the hands and arms. A fine tremor was 
visible about the lips. He was constantly scratching 
the eczematous areas about his body. There was a 
crusted, diffuse, papular eruption over the lower ex- 
tremities more marked over the ankles and legs with a 
few scattered areas about the thighs. A diffuse scaling 
eruption was present on the dorsum of the wrists and 
forearms and was sharply demarcated at the elbows. A 
patch of crusted eczematous tissue was found on the 
posterior aspect of the neck. His reflexes were all 
hyperactive. A diagnosis of impending delirium tre- 
mens and chronic eczema was made, and the patient 
was transferred to the neurological department. 

On transfer the history of chronic alcoholism along 
with the bilateral symmetrical eczema and the asso- 
ciated delirium tremens indicated the diagnosis of alco- 
holic pellagra. 

The patient was placed upon the routine alcoholic 
régime. The delirium improved and the patient felt 
quite well. His progress, however, was short-lived, 
for the suddenly became maniacal and developed various 
sets of hallucinations and delusions. His mental con- 
dition became so bad that he was finally placed in con:- 
plete restraint. 

Shortly before January 6th the patient developed a 
severe stomatitis. He was no longer able to retain his 
feedings, and it was evident that the patient was now 
moribund. On January 6th the fatal diarrhea made its 
appearance. Its severity gradually increased, and all 
medications failed in the attempts to check its pro- 
gression. The patient died on January 18, 1929. 

Necropsy examination of thorax and abdomen was 
done by Dr. Noble, and revealed only a terminal bron- 
chial pneumonia with some congestion of intestinal 
mucosa. Limitation of the autopsy permit did not al- 
low examination of the central nervous system, which, 
according to some observers, has a definite pathological 
picture in the pellagrins. : 

This exemplifies the typical story of a fatal 
case of alcoholic pellagra: alcoholism, dermatitis, 
dementia, diarrhea, and death. 

These two cases reveal a definite etiological 


role of alcoholism to the development of pellagra. 
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ANNUAL MEETING OF THE COUNCIL ON 
PHARMACY AND CHEMISTRY 

Among the subjects of special interest to the medical 
profession which were considered at the annual meet- 
ing of the Council on Pharmacy and Chemistry held 
April 5 and 6 were: The Board of Trustees having 
requested that a special committee of the Council be 
appointed to pass on food products offered for ad- 
vertising in the publications of the Association, the 
Council considered plans and methods of procedure for 
the work of such a committee. The Council discussed 
the rationality of a preparation combining Type I and 
Type II pneumococci in a serum for treatment of pneu- 
monia and decided to publish a report on the present 
status of the serum treatment of pneumonia. The 
Council considered certain allegations that inferior and 
unfit ergot is being imported and used for the prepara- 
tion of the pharmacopeial fluidextract and decided that, 
in consideration of the lack of evidence for this asser- 
tion and the assurances of the government that no in- 
ferior ergot had been imported since Sept. 1, 1927, no 
report was required at this time. The Council asked 


its referee for scarlet fever immunization products to 
investigate the present status of such preparations ac- 
cepted for New and Non-official Remedies and to re- 
port on the desirability of retaining or rejecting them. 
The Council discussed the status of streptococcus prep- 
arations for the treatment of rheumatic fever made in 
accordance with the method of Dr. J. C. Small pre- 
viously found unacceptable for New and Non-official 
Remedies, and concluded that, while the products are 
suitable for controlled investigation, propaganda which 
invites their use in general is not justified at this time. 
The Council decided on the publication of a report on 
the dangers of serum therapy, particularly of protein 
sensitization. The Council discussed the wisdom of 
permitting under certain restrictions the advertising to 
the laity of preparations of liquid petrolatum, of agar 
products and of similar preparations which act because 
of their bulk, but postponed action on this question. The 
Council decided to appoint a committee to report on 
the desirability and feasibility of the Council’s under- 
taking the work of passing on natural mineral waters. 
(Jour. A. M. A., April 27, 1929, p. 1430.) 
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GRADENIGO’S SYNDROME 


REPORT OF CASE 


Hitpinc Anperson, M.D. 
Duluth, Minnesota 


Gradenigo’s syndrome, which consists of otitis media, 
unilateral headache and abducens paralysis, all on the 
same side, has been known for a long time, although the 
cases reported are comparatively few in number. The 
accepted explanation, which is probably correct in most 
cases, is about as follows: 


The suppuration of the middle ear extends by one of 
three or four routes to the tip of the petrous portion 
of the temporal bone and causes a localized meningitis 
at that point. The sixth nerve, which crosses the tip 
of the petrous bone, is involved in and blocked by the 
inflammatory process. This causes the abducens pa- 
ralysis. In a similar manner the Gasserian ganglion 
becomes inflamed and causes the truly severe pain 
which these sufferers experience in the temporal and 
parietal regions. The disease may heal spontaneously 
or may progress to a fatal generalized meningitis. 

The routes followed by the infection in its course to 
the apex are several. It may pass by contiguity 
through the pneumatic cells of the pyramid bone to the 
apex; it may follow the petrosal sinuses; it may ad- 
vance through the internal ear and internal auditory 
meatus or ductus and saccus endolyphaticus. Other 
routes are described. 

The treatment is surgical, at least if generalized men- 
ingitis threatens. A simple mastoid operation is said to 
be sufficient to effect a cure in the majority of cases. 
When this operation is not efféctive, it becomes neces- 
sary to drain the abscess at the tip of the temporal bone. 

Several routes have been used to reach the tip. If 
the abscess has ruptured through the bone and lies ex- 
tradurally, it may sometimes be drained through the 
middle cranial fossa and sometimes through the poste- 
rior. The approach through the middle fossa is under 
the temporal muscle extradurally along the floor of the 
fossa toward the Gasserian ganglion (as for an opera- 
tion on the ganglion). Through the posterior fossa 
medial to the lateral sinus, drainage may be accom- 
plished medially along the posterior aspect of the 
petrous bone just inferior to the internal acoustic 
meatus. The posterior semicircular canal may be de- 
stroyed in this procedure. The third mode of attack 
is to proceed directly through the entire petrous bone 
until the tip is reached. The posterior and horizontal 
semicircular canals are destroyed and the internal au- 


ditory meatus traversed with probable complete de- 
struction of the vestibular, acoustic and facial nerves. 
Our only experience with Gradenigo’s syndrome con- 


sists in a case which is unusual even for this rare dis- ~~ 


ease. The symptoms and course were'typical but the 
lesion that initiated the meningitis was most atypical. 
Instead of an extension of suppuration along the pe- 
trous bone that attacked the sixth nerve from the lateral 
side, the lesion found was a small ulcer of the dura 
over the pars basilaris of the occipital bone on the 
medial side of the nerve. The lesion was apparently 
metastatic. 

The history follows: 

This little twelve year old girl developed earache in 
the left ear on September 19, 1928. She had been ill 
in bed with a cold for about a week. She was first 
seen by us in the home on September 20th, when a 
paracentesis was done because of a bulging drum. The 


Optic Nerve 
infundibulum 
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Fig. 1. 


P Position of the eroded spot in the dura medial to the 
sixth nerve. 


drainage following this was scant. Phone calls from 
the mother were reassuring during the next few days 
and the patient was not seen again until the fifth day 
after the onset of the earache (Sept. 24). On that 
day she complained of severe headache on the left side. 
There was no mastoid tenderness and the ear was 
draining a thin pus, moderate in quantity. There were 
no other signs of any complication. 

She felt much better the following day but on the 
seventh day complained of double vision. Examina- 
tion revealed a paralysis of the left abducens and 
Gradenigo’s syndrome with localized meningitis was 
recognized. A simple mastoid operation was done the 
same evening. There was no pus, destruction of bone, 
nor consolidation of the air cells in the mastoid. Only 
a marked congestion was present. A sample of spinal 
fluid was taken and found to contain eleven cells. 

The cell count on the ninth day was eight. The 
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child’s condition did not improve. Her fever was of 
the septic type and varied between normal and 104°. It 
continued this course throughout the entire illness. 
The abducens paralysis and the severe left sided head- 
ache continued. The fundi showed no pathologic 
change but certain neurologic findings began to develop. 
The abdominal reflexes were decreased on the right, 
the Babinski was questionably positive on the same side 
and there was a slight neck rigidity. The Kernig test 
was negative. 

The pains in the head were very distressing by the 
eleventh day. The neck rigidity was definite. The 
functional ear tests showed a marked reduction in both 
hearing and vestibular function. The spinal fluid pres- 
sure was 18 mm. of mercury. The cell count was 266. 

It was evident that generalized meningitis was im- 
pending. For that reason the tip of the petrous bone 
was explored through the middle fossa in an attempt to 
drain the localized inflammation. No pus was found. 
The dura was incised over the lateral surface of the 
temporal lobe in order to afford drainage for the ex- 
cessive cerebrospinal fluid. 

There was profuse drainage of fluid through the 
twelfth day and the child was better. She was not as 
well on the thirteenth day and the spinal fluid contained 
more than 300 cells. A new drain was inserted through 
the dura because the drainage seemed to have stopped. 

All the symptoms on the fourteenth day were some- 
what more marked—Babinski, Kernig and head pain. 
The spinal fluid contained 1,250 cells. Another opera- 
tion was undertaken on the fifteenth day. The pos- 
terior surface of the petrous tip was explored through 
the posterior fossa and the bone itself opened to the 
internal auditory meatus. Nothing was found and no 
good accomplished. 

The spinal cell count was 1,308 on the sixteenth day. 
Her progress was steadily downhill from that time on 
until she died on the eighteenth day (October 7). 

At necropsy it was found that there had been a lo- 
calized meningitis on the medial side of the sixth nerve 
over the pars basilaris. There was a punched out 
ulcer through the dura at this point. 

In addition to this lesion, the usual results of a gen- 
eralized, suppurative meningitis was found. There was 
much pus about the Gasserian ganglion. 

The pathologist’s sketch shows the location of the 
lesion in the dura. This could scarcely have been the 
result of direct extension from the middle ear and mas- 
toid by any of the routes described. It was probably 
hematogenous. 

A very complete discussion of the entire subject of 
abducens paralysis, giving most of the references in the 
literature until that time, was made by Sears in 1925. 
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A CLINICAL THERMOMETER AS A FOREIGN 
BODY IN THE MALE URINARY 
BLADDER 
REPORT OF CASE 


E. P. Fencer, M.D.** 
C. K. Petter, M.D. 
and 
GitBert J. THomas, M.D., F.A.C.S.* 
Minneapolis 


This patient was observed at Glen Lake Sanatorium, 
a county institution for the treatment of tuberculosis, 
He was a male, aged twenty-two years, who was pa- 
roled to the sanatorium from the St. Cloud Reform- 
atory, and, when we saw him, had been under routine 
care for four months. 

He was of low mentality, of the moron class, and 
had been a lookout for a gang of burglars. He was 
constantly apprehensive that he might be discharged 
from the sanatorium, because his former associates 
had warned him that he would be shot on sight, since 
his inefficiency as a lookout had caused one of his 
gang to be killed by the police. He therefore com- 
plained constantly of abdominal pain and other symp- 
toms not referable to his pulmonary lesion, which he 
thought might assure him of a long residence in the 
sanatorium. 

It has been the routine in this institution to take 
rectal temperatures four times daily, and each patient 
has a thermometer in his room for this purpose. One 
morning this man called frantically for the nurse and 
asked her to call the attending physician immediately, 
refusing to explain the reason for his distress. This 
was not an unusual request, but on that occasion he was 
so persistent in his demands that the house physician 
was called. When questioned, the patient stated that his 
thermometer had been lost in his body. No further 
explanation was given, and the physician naturally sup- 
posed that in taking the rectal temperature the ther- 
mometer had slipped within the rectum. 

Digital palpation and a low proctoscopic examina- 
tion did not locate the thermometer in the rectum. 
Fluoroscopic study showed it lying obliquely within the 
brim of the bony pelvis. By bimanual manipulation it 
was moved to a transverse position. The patient did 
not complain of urinary difficulty or bladder irritation. 
It was determined, following fluoroscopy, that the 
thermometer had been passed through the urethra and 
and into the bladder. Because of the patient’s ad- 
vanced pulmonary tuberculosis, and also because of his 
peculiar mental makeup and difficulty in handling him, 
it was decided to avoid operation if possible. 

After carefully anesthetizing the urethra and intro- 
ducing a belladonna and opium suppository into the rec- 
tum, a cystoscope was passed into the bladder without 
meeting obstruction. The bladder was over-distended 
with water and the thermometer was easily seen. Al- 
though a rectal thermometer is not quite so long as the 


**From the Medical Service, Glen Lake Sanatorium. 


*From the Department of Urology and Dermatology, The 
Nicollet Clinic. 
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average clinical mouth thermometer, it is a little longer 
than the transverse diameter of the ordinary male 
bladder at the trigone. This thermometer was con- 
stantly held in a transverse position by the grip of the 
lateral walls of the bladder. With the finger in the 
rectum and suprapubic palpation over the bladder, the 
thermometer was manipulated until the mercury end 
pointed toward the urethra. Several attempts were 
made to grasp the end of the thermometer with for- 
ceps passed through the cystoscope. The end of the 
thermometer could be withdrawn to near the inner end 
of the cystoscope, but no farther, because the ends of 
the forceps when closed over the thermometer were too 
large to engage in the inner end of the cystoscope. 
Some ordinary chewing gum was used on the ends of 
the grasping forceps in an attempt to engage the mer- 
cury end of the thermometer in the cystoscope. Even- 
tually, by this means, the thermometer was pulled down 
to near the inner end of the cystoscope. In making this 
manipulation, however, the thermometer was broken. 
Because of the danger of puncturing the walls of the 
bladder with the broken ends of glass, the bladder was 
kept filled with water. A small lithotrite was used to 
break the glass into small pieces. The bits of ther- 
mometer were then washed out through the cystoscope 
by means of sterile oil and water. The washing was 


continued until the bladder appeared clear and no mer- 
cury or bits of glass could be seen. 

The patient had no reaction following the cysto- 
scopic manipulation. X-ray examination and cystoscopy 


were repeated two weeks after the accident and no 
evidence of cystitis or bits of mercury or glass could 
be observed. 

We believe that if this accident should occur in the 
ordinary patient, suprapubic cystostomy should be done 
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promptly, in preference to the method used in this 
case. We think that we were very fortunate in re- 
moving the thermometer in this manner without injuring 
the bladder. In spite of previous difficulty in handling 


Fig. 1. Thermometer in the urinary bladder. 
this patient, on this occasion he behaved admirably, 
which made it possible for us to remove the sharp 
glass bits without injuring him. 

A somewhat similar case, occurring in a female, was 
reported by M. L. Levy, in the Journal of the Ameri- 
can Medical Association for January 14, 1928. 
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THE CLEVELAND DISASTER 


The entire medical world turns at this time in sorrow and sympathy toward 
Dr. Crile and his associates—in sorrow for the loss of many valuable lives, and 
in sympathy to the many bereaved. Few there are who do not know those surviv- 
ing or have not known some of those who met death in so tragic a way. We are 
informed that this is the eighth catastrophe of a like nature which has occurred 
in the United States during the past few years, fortunately none with such an 
appalling loss of life as in this instance. This occurrence, pathetic as it is, again 
brings out the salient fact that human nature rises above the stress and shock of 
the moment and attains heights of grandeur and heroism that make us proud of 
the fact that we are humans. The courage displayed by those aiding in rescue ef- 
forts, fighting an unseen foe, the nature of which they could neither understand 
nor comprehend, betoken a bravery of spirit and self-sacrifice that challenges our 
admiration. That the heroism exhibited was not confined to any particular class, 
race or sex makes it all the more exalting. 


There must be some way found to prevent recurrence of such disasters and 
doubtless out of this will come, after thorough and complete investigation into 
the causes, the nature of the gases evolved and the rapid and fatal effect upon 
the victims, a solution and a remedy which for all time will put an end to a fear 
which must necessarily be engendered in the minds of those who daily duties 
bring them into contact with x-ray films, if indeed these films were the respon- 


sible element. 
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THE STATE MEETING 


The record attendance of 871 at the annual 
meeting is indicative of its character. Members 
doubtless took away various impressions of the 
meeting but the impressions of those who attend- 
ed the majority of the sessions must have been 
favorable. Our distinguished guests gave added 
zest to the meeting without depriving local state 
talent of the opportunity of appearing on the 
program. 

Registrants who failed to spend considerable 
time at the scientific exhibit lost a rare oppor- 
tunity. This feature of the meeting is a rela- 
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tively new one and it is to be hoped that it is 
only in its infancy for it was probably the most 
instructive part of the program. 

The subject of the cost of medical care was 
well handled by those taking part in the sym- 
posium. 

Dr. Michael Davis of Chicago presented an 
interesting array of figures representing in a 
general way the distribution of the cost of med- 
ical care in this country. He enumerated the 
problems which demand solution and his remarks 
emphasized a subject which is uppermost in the 
minds of the laity and profession alike. While 
the per capita cost of sickness is in itself not 
an alarming figure the real problem to be solved 
is the uneven distribution of the cost. While the 
prevention of sickness has been growing in im- 
portance, according to his estimate only some- 
thing over 3 per cent of the grand total expended 
in this country is in the nature of prevention. 
Belated and neglected treatment is of course a 
problem which in all probability will never be 
completely solved but can only be diminished 
through education and making medical care 
reasonably available to everyone. 

It was interesting to hear that according to Dr. 
Davis’ estimate about 22 per cent of the grand 
total of the cost of medical care consists of 
physicians’ fees. An appreciably larger per- 
centage goes to the maintenance of hospitals and 
clinics and similarly a larger amount is paid out 
for medicines and medical appliances. Atten- 
tion was drawn to the fact that the expense of 
hospitalization and to a large degree that of 
medication is directed by the medical profession. 
These items amount to much more than the 
money squandered on patent medicines and non- 
medical practitioners, enormous as this amount 
is. In other words, the profession is in a posi- 
tion to make the cost of medical care higher than 
it should be. 

Dr. Fishbein lived up to his reputation as an 
entertaining and instructive speaker. He be- 
lieves, and we agree, that the multiplication of 
technical procedures in medical practice has al- 
ready reached the stage where the average in- 
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dividual cannot receive the benefits of modern 
medicine without aid of some sort. 

None of the speakers has apparently solved the 
problem. 

First news of the disaster which occurred at 
the Crile hospital and clinic in Cleveland was re- 
ceived during the closing hours of the convention. 
Reports have been so conflicting as to the cause 
of the disaster that comments will be deferred 
until the true situation becomes clear. Words 
utterly fail when such a catastrophe occurs, but 
there exists in the heart of each one of us an 
overflowing sympathy for all those affected by 
the tragedy. 

The full proceedings of the House of Delegates 
will be published as usual at a later date. Suffice 
it to say that Duluth was chosen for the next 
meeting and the following officers for 1930 were 
elected: 

OFFICERS 


S. H. Boyer, M.D., President, Duluth. 

R. C. Farrish, M.D., First Vice President, Sherburn. 
B. J. Branton, M.D., Second Vice President, Willmar. 
E. A. Meyerding, M.D.,* Secretary, Saint Paul. 

A. G. Schulze, M.D., Treasurer, Saint Paul. 


COUNCILORS 


M. S. Henderson, M.D.,* First District, Rochester. 
L. Sogge, M.D.,* Second District, Windom. 
W. A. Coventry, M.D.,* Ninith District, Duluth. 


MEMBERS OF THE HOUSE OF DELEGATES OF THE 
AMERICAN MEDICAL ASSOCIATION 


C. B. Wright, M.D., Delegate, Minneapolis. 
3, Christison, M.D., Alternate, Saint Paul. 





HISTORICAL COMMITTEE 


Our editor says since we represent a commit- 
tee of the State Association he thinks he will let 
us have space again this month. We are glad 
of it, as we are just beginning to get some kick 
out of writing this stuff, our first venture in 
print for a long time. 

Yes, the University of Minnesota had a med- 
ical faculty long before any teaching was done 
and before a medical school existed in Saint Paul 
or Minneapolis. Yes, there was a medical school 
in Winona also in the early days. We know 
something about this subject, viz.: . Medical 
Teaching and Schools in Minnesota—but who 


*Re-clected. 
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knows if there were any graduates from the 
Winona School and who they were? 

The American Medical Association has met in 
Minnesota four times and two men from Minne- 
sota held the office of Vice-President of that 
Association before most of you were born, and 
certainly before any of you were practising med- 
icine. We know the answer to this one all right, 
and we also know that one of the Presidents of 
our State Association had also been President of 
the State Medical Association of Wisconsin. We 
haven’t a portrait of him yet, but we hope to get 
one, as local detectives are on the trail. Before 
you carefully place this journal aside where you 
may never see it again, send in something to Dr, 
H. M. Workman, Tracy, Minn., or if you can 
not remember the name and address and are too 
indifferent to look it up, our editor will be glad 
to forward your contribution, 

J. M. A. 





INCOME QUESTIONNAIRES 


Our members not being greatly interested in 
determining the professional income of Minne- 
sota physicians as evidenced by the few returned 
questionnaires, we are calling a halt to the under- 
taking and will await with interest the outcome 
of the investigation of the American Medical 
Association. The latter being national in scope 
will after all be much more reliable than any 
state-wide investigation. 





PROPHYLAXIS AND TREATMENT OF 
PERTUSSIS 


The use of convalescent serum in the prophylaxis 
and treatment of whooping cough has been disappoint- 
ing. Vaccine therapy has been extensively employed. 
The opinions regarding the effectiveness of the vac- 
cines are greatly at variance. The Council on Phar- 
macy and Chemistry has not admitted any “mixed” 
whooping cough vaccine to New and Non-official Rem- 
edies. In regard to simple pertussis bacillus vaccine it 
states that the evidence for its value either for pre- 
vention or for treatment is questionable. Drug therapy 
has fallen into discredit in the treatment of whooping 
cough. The use of x-rays, ultra-violet rays and other 
light treatment has been tried without convincing re- 
sults. When the weather permits, the best results are 
obtained by fresh air treatment. (Jour. A. M. A, 
April 20, 1929, p. 1374.) 
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CONSULTATION BUREAU 
Ws. A. O’Brien, M.D., Director 


Minnesota State Medical Association 
11 West Summit Avenue 
Saint Paul, Minnesota 








1. Question—What is the purpose of the Consulta- 


tion Bureau? 

Answer.—This service was established March 22, 
1929, by the Committee on Hospitals and Medical 
Education. Dr. A. O’Brien, Assistant Pro- 
fessor of Pathology, University of Minnesota, 
was placed in charge. A subcommittee was 
formed to assist Dr. Meyerding and Dr. O’Brien 
in working out the details of the plan. Any 
member of the Minnesota State Medical Associa- 
tion may submit questions for answer and an 
attempt will be made to give an_ immediate 
reply. If this is impossible, efforts will be made 
to make it as prompt as feasible, depending on 
the nature of the question. Since ‘the opening of 
the Bureau, the following types of questions have 
been received : 

1. Difficult diagnostic problems 

2. Inquiries concerning new drugs 

3. Medical legal questions 

4. Information concerning good textbooks 

5. Opportunities in graduate study 
One of the interesting features has been a large 
number of diagnostic problems submitted. Every 
one-is requested to use the Bureau as much as 
possible and any member of the State Medical 
Association may be called on to help out in 
answering the questions. This is just another 
example of the trend in medical practice of work- 
ing together for self-betterment and for better 
service to our patients. 


2. Question—What is the best treatment for whoop- 


ing cough? What is the best vaccine on the 
market? I would like to know how to control 
the symptom of vomiting. Are ether olive oil 
enemas of value? 

Answer.—There is no one best treatment for 
whooping-cough, as it may be necessary to try 
several things before the desired effect is ob- 
tained. Stock vaccine is just as efficient as 
autogenous vaccine. Get the combined vaccine, 
as many believe this to be more efficient than the 
single organism type. The ether olive oil enemas 
are very efficient in some cases. Mix one-half 
ounce of ether in four ounces of olive oil and 
give one-half ounce of this mixture with a small 
rectal syringe. This is best given at night, if 
the cough is troublesome at that time, or it may 
be given in the daytime as well. Feed solid 
food as much as possible and if the patient 
vomits have him eat again. Keep the child out 
in the fresh air and sunshine as much as possible. 
Atropin sulphate, four times daily, may also be 
used to control the spasm. 


3. Question—Female, age 27, has had pulmonary and 


laryngeal tuberculosis for the past year. There 
is infiltration of both apices, but no evidence of 
cavity formation. Patient has been doing well 
up to two weeks ago when she began to cough 
up bloody mucous. This has persisted to date 
with a daily average of about three ounces, which 
is one-third blood. This does not seem to weaken 
her, but she is very much alarmed about it. fF 


have given emetin, calcium salts, and hemostatic 
serum without effect. 


Answer—tThe best form of treatment for pulmo- 


hemorrhage is absolute rest in bed with the 
patient flat on the back. The patient should not 
talk nor attempt to carry on any activity. While 
the bleeding is going on. The patient should be 
fed by someone else. Continue this management 
until about one week after the bleeding stops. A 
very important thing to remember is to forbid 
the patient to go to the bathroom. A sedative 
cough mixture may also be used. Horse serum 
with its various medications is said to be efficient, 
but it does not always work. If the patient is 
restless, some form of sedative should be used. 
Encourage her by the assurance that pulmonary 
hemorrhage, while alarming, is not always a seri- 
ous complication. 


4. Question—Female, age 45, complains of a swelling 


in the deltoid region, which has been coming on 
gradually for the past two years. There has been 
more rapid growth in the last three months. 
Patient complains of pain in the shoulder and 
arm at times. She fell down the stairs about 
eight years ago, striking this shoulder. It became 
black and blue, and she was unable to use the arm 
for some time. Since then, she has had rheu- 
matism in this region. Tumor is the size and 
shape of half of a small orange and is not tender. 
When the arm is passive, the tumor is soft, but 
when the muscles are contracted, the mass be- 
comes hard and elevated. Radiographic examin- 
ation shows a tumor of the soft parts. There is 
apparently no involvement of the bone. The tu- 
mor is apparently partially calcified. 


Answer.—The most probable diagnosis is encapsu- 


lated hematoma. Because of the difficulty in 
being absolutely certain, it is advisable to do a 
biopsy. It may be necessary to excise the mass, 
even if it is found to be benign, because of the 
pain. 


5. Question—I have a patient who has what he calls 


“calf-itch.” His calves have some sort of an itch, 
and he seems to have contracted it. What is the 
most probable diagnosis, and what is the treat- 
ment? 


Answer—The following conditions should be con- 


sidered : 

1. Ringworm 

2. Fungus infection 

3. Favus 

4. Anthrax 

5. An independent lesion 
Ringworm is said to be very common in calves 
but veterinarians inform us that it is very un- 
likely that the patient has contracted ringworm 
from this surce. Favus is very rare in this coun- 
try. Anthrax must be considered, but you did 
not describe the lesion. Some type of fungus 
infection is very likely. Perhaps the most im- 
portant lesion to be considered is the independent 
affair. Please send us a description of the lesion 
as this would be very helpful. 
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BARRON’S FINANCIAL WEEKLY 


April 22, 1929 
Two Soctat REvoLuTIONS 


Few people realize the revolution in the condition of living which has taken place in the first quarter of 
the twentieth century. The greatest road builders of all times were the Romans. The Appian Way, ultimately 
extending 350 miles south from Rome, was started twenty-two centuries ago. It was built with the usual ene 
thoroughness, and parts of it still exist. Many of the roads in Britain, and especially the most direct, follow the 
line laid out by the Roman engineer. 


But the automobile knocked the Appian Way to pieces in less than ten years. The rubber tire has com- 
pelled the resurfacing of roads all over the civilized world wherever motor traction prevails, as it does increas- 
ingly everywhere. There was nothing the matter with the Roman roads for every kind of traffic up to the end 
of the last century. No horse vehicle at that time was heavier than the Roman chariot, and it is curious that the 
gauge of the chariot’s wheels was exactly the standard gauge of our railroads, four feet eight and a half 
inches. The marks of those wheels can be traced in one or two of the approaches to the Roman Wall across 
the north of England. 


There is another startling way in which a revolutionary change, fundamental in character, has come about. 
At the beginning of this century the diagnosis of the physician was largely empirical, based upon experience 
rather than scientific accuracy. Anyone receiving treatment at a well known clinic is diagnosed by means of 
x-rays, blood pressure, blood and urinary tests, and other records of an accurately scientific character at a 
minimum cost of a little under $50. Obviously the diagnosis is no longer empirical. 


This is true of hospital work generally, and the general practitioner has been largely replaced by the 
specialist. The result may have been to make such service more costly, but it is incomparably more exact and 
the vital statistics of the insurance companies show its beneficent effect in increasing the life expectation all 
along the line, and particularly at middle age, and in the dangerous first year of existence. Taking the United 
States as a whole, childbirth is three times more costly in life here than it is in Denmark. But we know 
how improvement can be made. Here are two vital things entering into the life of everybody, and the addi- 
tion to this country’s worth is incalculable in mere figures. 


THE FAIRMONT DAILY SENTINEL 
April 18, 1929 


The doctor at Austin got owly at the Herald because they thought that paper in publishing the news 
did not sufficiently reverence the rather remarkable ethics of that profession, which pretends to be grossly in- 
sulted if they are given publicity, especially if it smacks of advertising. The docs held a caucus and resoluted 
that the Herald mustn’t even mention their names any more. Of course the Herald ignored the gag and just 
now one of the Austin doctors is in jail awaiting trial for manslaughter for causing the death of a married 
woman through an illegal operation. The Herald, being a real newspaper, is giving the public all the facts 
and the medics are chagrinned, if that’s spelled correctly. 
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A NURSES’ OFFICIAL REGISTRY 

Throughout this country, in cities with a population 
of 100,000 or more, are found well organized and pro- 
fessionally operated nurses’ official registries. These 
registries are operated and maintained by the Registered 
Nurses’ associations in their respective communities. 
Some registries have memberships of registered nurses 
only, and others find that they can serve the community 
better by taking on practical nurses also. In any event, 
it is the aim of the official registries to supply nurses 
for their communities according to the need. It does 
more: The official registry is ever studious about what 
the future may demand in nursing service, and pre- 
pares to meet it. That which makes a nurses’ registry 
official, is the backing and approval given it by the 
nurses’ District, State and National associations, and 
this name is used in order to distinguish the profes- 
sional from the commercial. 

The Nurses’ Official Registry in Minneapolis may 
be taken as a fair example of those in other com- 
munities. The Third District Minnesota State Regis- 
tered Nurses Association operates and maintains this 
registry, and in addition to the registry it conducts a 
service bureau, and an hourly nursing service. These 
activities are carried on through the Association’s ex- 
ecutive offices, which are located in the Curtis Hotel. 


THE OFFICIAL REGISTRY 


The Official Registry has a membership of nine hun- 
dred registered nurses, who are qualified and available 
for private duty in homes or hospitals, in or out of the 
city. When a hospital in Minneapolis needs a nurse 
for private duty, it calls the nurse through the regis- 
try. Each hospital has the privilege of calling its own 
graduates regardless of their places on call. Physicians 
and patients too are granted the privilege of selecting 
the nurse whom they wish to have for that especial 
case. When physicians and others call the hospital for 
a private duty nurse in a home, the hospital usually 
must call such a nurse through the Nurses’ Registry. 
Anyone may call the registry for a nurse, but a certain 
amount of information is asked in order to give helpful 
assistance in securing the right type of nurse for the 
case, and to be assured that it is not a fictitious call. 
All cases calling nurses through the Official Registry 
must be under the care of a physician. 

A registered nurse is in charge of the registry opera- 
tions and she works under the direction of a special 
committee appointed by the Board of Directors of the 
Third District, M. S. R. N. A. This committee meets 
at regular intervals to go over registry business and 
plan future work. 

During 1928 the number of patients who received 
nursing care through the Nurses’ Official Registry 
totaled 12,644. 

In Hospitals 10,370 
In Homes 1,877 
Out of City 397 











THE SERVICE BUREAU 

The Service Bureau was created to assist nurses in 
securing various positions. This Service Bureau aims 
to find the right person for the position. It is not 
interested in how many nurses it places in positions, 
but in how well it has served both nurse and employer. 

Nurses who wish positions are required to make 
written application, give references and name of last 
employer. The director of the nursing school of which 
she is a graduate is also called upon for information 
regarding her work as a student nurse. Her prelimi- 
nary education and postgraduate experience are also 
taken into consideration. All this is done in order to 
help not only to obtain a position for the applicant, 
but to make the most of all her possibilities. Appli- 
cants are encouraged to take postgraduate study and 
thus be better prepared for certain specialized lines in 
nursing. 

When the request is made for a nurse to take a 
position in a hospital, doctor’s office, or industry, every 
effort is made to secure one who has the personality, 
background, education and training which the position 
requires. A given amount of information regarding 
the position and what it demands must be obtained by 
the Service Bureau if it is to serve its clientele well. 
Hence many questions must be asked of those who 
make requests for nurses. 


HOURLY NURSING 


Hourly nursing bridges the gap between private duty 
nursing and visiting nursing, and it is a response to a 
long felt need. Physicians, who have had this service 
for their patients, approve it. The public demands it. 
It helps to solve the high cost of sickness. Many 
readers of this article will no doubt find themselves 
framing questions regarding this new nursing service 
now available in Minneapolis. Therefore five of the 
outstanding questions that have been so frequently asked 
regarding it appear below with their answers. 

Wuat is it? It is nursing service by the hour in- 
stead of by the day for patients of wealth and moderate 
means alike, who do not need continuous nursing care. 

Who renders it? A registered nurse. 

How MucH will it cost? Two dollars for the first 
hour and fifty cents for each additional one-half hour 
or fraction thereof. Service is limited to two hours. 

WHEN is it most useful? 1. To anyone ill at home 
who needs nursing care for a comparatively short 
period of the day. 2. To provide the physician with 
a co-worker who gives his patients skilled care in the 
most economical way; the patient paying only for ac- 
tual care received and not for unnecessary time spent 
at the bedside. 3. To enable patients to go home from 
hospitals when a bath, dressing, hypodermic, or similar 
treatment is all which may be needed. 4. To assist 
the new mother until she has recovered her strength; 
by caring for the infant and gradually teaching the 
mother to do so. 5. To prepare artificial feeding for 
infants and to instruct the mother how to prepare it 
herself. 6. To provide a means of having a nurse in 
the small apartment or hotel where housing facilities 
and meals for the nurse have heretofore been a problem. 
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WHERE can it be obtained? 
Official Registry, Atlantic 3253. 

Hourly nursing is both economical and efficient. Dur- 
ing the year that it has been in operation in Minneapolis 
many points of outstanding importance have come to 
light. 

Physicians who have used this service have often 
remarked on its value. The general practitioner finds 
it helpful for patients suffering from chronic or acute 
diseases, whose financial income prevents hospitaliza- 
tion or full time nursing care. For the obstetrician it 
assures good post-partum care for the mother who was 
delivered in the home. Also his hospital patients may 
return home earlier than usual because this service 
affords good nursing care for both mother and baby 
and the obstetrician is assured that the instruction which 
he wishes given to the mother regarding the care of 
herself and her baby will be carried out. The sur- 
geon’s patients who are in need of minimum nursing 
care after returning to their homes, may now have 
such care for a small cost. For the pediatrician it 
means a nurse prepared to give the part time super- 
vision, instruction or nursing care he desires his pa- 
tients to have. 

Patients too have made equally favorable comments 
regarding the value of hourly nursing, because it has 
brought to the surgical, medical and obstetrical patient 
skilled nursing care, when a full time nurse is not 
needed. Patients chronically ill have greatly appre- 
ciated the skilled care that hourly nursing makes pos- 
sible at so small a cost. The new mother finds it a 
great boon, for it reassures her through teaching her 
the care and feeding of her baby. The patients who 
live in small apartments or hotel rooms find the prob- 
lem of feeding and housing the nurse solved. 

The Nurses’ Association in Minneapolis was organ- 
ized in 1904, with a membership of 50. Distribution of 
private duty nurses was its chief aim. Today it has a 
membership of 1,088 and it is constantly reaching out 
to give more and better nursing service to the public of 
Minneapolis. In general it may be said that the growth 
and development of the Nurses’ Official Registry in Min- 
neapolis compares most favorably with that of other 
cities throughout the country. 

Mary Marcaret Muck ey, R.N. 


Through the Nurses’ 





THE INJECTION TREATMENT OF 
HEMORRHOIDS 

The injection treatment of hemorrhoids was so vi- 
ciously exploited by quacks that it was frowned on by 
most physicians. At present the method is used fre- 
quently by reputable proctologists. The English school 
has practised the injection treatment with a 20 per cent 
solution of phenol in glycerin. J. Boas in Germany has 
reported 200 cases in which injections with alcohol were 
made. A solution of quinine hydrochloride and ethyl- 
urethane has its ardent advocates. The use of a dex- 
trose solution, injected after a preliminary intradermal 
procaine hydrochloride injection, is the most painless 
and probably the safest procedure. In certain cases 
the injection treatment is inapplicable. (Jour. A. M. A., 
April 20, 1929, p. 1373.) 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


AMERICAN HEART ASSOCIATION 


The scientific session of the American Heart Asso- 
ciation will be held in Portland, Oregon, July 9, 1929, 
during the meeting of the American Medical Associa- 
tion. 





HENNEPIN COUNTY MEDICAL SOCIETY 


Dr. E. L. Gardner was elected president of the Hen- 
nepin County Medical society at the annual dinner held 
Monday evening, May 6, in the Curtis hotel, Minne- 
apolis. Nearly 500 members of the society attended the 
dinner, at which officers of the state medical society 
were principal speakers. 

Besides Dr. Gardner, who succeeds Dr. N. O. Pearce, 
the other officers of the society elected are Dr. S. H. 
Baxter, first vice president; Dr. Gilbert Thomas, sec- 
ond vice president; Dr. Erling Hansen, secretary- 
treasurer, and Dr. T. A. Peppard, librarian. 

On the new executive committee are Dr. A. S. Ham- 
ilton and Dr. F. A. Erb. Dr. Douglas Wood and Dr. 
H. B. Sweetser were elected to the board of censors 
and Dr. A. E. Hedback and Dr. W. A. Jones to the 
board of trustees. 





REGIONAL TUBERCULOSIS INSTITUTE 


For teachers, physicians, nurses, Christmas Seal vol- 
unteer workers, and others interested in tuberculosis 
and public health work in Minnesota and surrounding 
states, a regional institute will be held at the Univer- 
sity of Minnesota, June 17 to 29, under the auspices of 
the National Tuberculosis Association, the Minnesota 
Public Health Association, and the Hennepin County 
Tuberculosis Association. 

The first of its kind to be held in the western part 
of the United States, the institute will aim to give 
workers a more comprehensive knowledge of the prob- 
lems in the tuberculosis field, and to aid in the stand- 
ardization of methods and programs. One of a series 
of four to be held in the country this year by the Na- 
tional Tuberculosis Association, it will be directed by 
Philip P. Jacobs, Ph.D., publicity director of the na- 
tional organization. Miss Nora Reynolds, director, 
Child Health Education, National Tuberculosis Asso- 
ciation, will take part in the program. Local arrange- 
ments will be made by Dr. E. A. Meyerding, St. Paul, 
executive secretary, Minnesota Public Health Associa- 
tion, and Miss Kathryne Radebaugh, Hennepin County 
Tuberculosis Association. 

An excellent course is promised by the program. It 
will include child health education, nursing methods, 
school health work, Christmas Seal sale, and statistical 
and survey methods. Organization and financial meth- 
ods, and health programs for local, state, and national 
work will receive emphasis. 
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Dr. G. F. Keller has moved from Mankato to St. 
Paul. 


Dr. Paul B. Cook of Saint Paul has returned from 
a three months’ cruise in the Mediterranean. 


Dr. L. R. Boies of Minneapolis is in the East, where 
he will take a course in postgraduate medicine. 


Mrs. Ellen F. Ide, mother of Dr. A. W. Ide of Saint 
Paul, died at her home in Creston, Iowa, May 2, at the 
age of eighty-five. 


Dr. I. J. Murphy and Dr. S. L. Murphy have equipped 
laboratories for radiotherapy and diagnosis in the Wes- 
ley Temple building, which is nearing completion. 


The Blue Earth County Medical Society has just com- 
pleted a very satisfactory post-graduate course, given 
at Mankato by the University Extension Division. 


The Saint Paul Clinic recently opened their new head- 
quarters at Fifth and St. Peter Streets. Saint Paul. 
The Clinic formerly had offices in the Lowry building. 


Word has been received of the death of Mrs. L. O. 
Halvorson of Battle Lake, which occurred May 2. 
Mrs. Halvorson is survived by her husband and three 
children. 


Dr. Clifford E. Henry of Minneapolis was elected 
Surgeon-General of the Military Order of Foreign 
Wars at the Triannual convention of the order recently 
held in New York City. 


Dr. L. Dale Huffman, formerly of the Mayo Clinic, 
Rochester, Minnesota, has announced. his association 
with the Los Angeles Medical Group and Clinic as a 
specialist in internal medicine. 


Dr. C. J. Holman of Mankato has returned from a 
six weeks’ trip to the Western Coast. While there he 
attended a district meeting of the American College of 
Surgeons, held at San Diego. 


Dr. J. T. Schlesselman, of the Mankato Clinic, has 
returned from Philadelphia, where he took a three 
weeks’ special course in Bronchoscopy and Esophagos- 
copy offered by Chevalier Jackson. 


Dr. and Mrs. W. A. Fansler and daughter, Miss Jane 
Fansler, sailed in May for a tour through Austria, 
France, Germany and other countries of the continent 
and England. They will return in September. 


Dr. W. J. Taylor of Pipestone recently celebrated his 
eighty-fifth anniversary, which was the occasion for a 
gathering of friends in the community at his home. 
Dr. Taylor retired from active practice several years 
ago. 
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Dr. and Mrs. Archie Beard of Minneapolis sailed 
from New York in May for England. They will join 
the postgraduate assembly European tour of physicians 
in England and on the continent. They plan to return 
the middle of July. 


Dr. W. A.-Fansler of Minneapolis was elected presi- 
dent of the American Proctologic Society at the annual 
meeting held in Detroit, Michigan, May 13, 14 and 15. 
Dr. J. K. Anderson of Minneapolis was elected an as- 
sociate member of the Society. Dr. Fansler is in Eu- 
rope at the present time and expects to return to his 
practice some time in September. 


Ten health groups will hold a joint convention in 
Minneapolis September 30 to October 5, 1929. The 
organizations represented will include: American Public 
Health Association, American Child Health Associa- 
tion, International Society of Medical Health Officers, 
American Association of School Physicians, American 
Social Hygiene Association, the conference of State 
Sanitary Engineers, the State Sanitary Conference, 
Minnesota Public Health Association, Minnesota State 
Organization for Public Health Nursing, and the North- 
west Conference for Child Health and Parent Educa- 
tion. Dedication of the public health pavilion at the 


University of Minnesota will occur during the conven- 
tion, 





POSTGRADUATE COURSE IN TUBERCULOSIS 


Individual examination of cases, clinical demon- 
strations, and discussion of recent progress in treat- 
ment of tuberculosis were features of the recent post- 
graduate course in tuberculosis, held at the state sana- 
torium, Ah Gwah Ching. 

Following the examination of cases, each physician 
was given opportunity to check his findings with the 
sanatorium x-ray and physical reports on each case. 

An evening program given for the patients at the 
sanatorium by the visiting doctors included talks on 
various phases of tuberculosis and public health, fol- 
lowed by a question box on tuberculosis. 

Eighteen counties were represented by the visiting 
physicians, many of whom had traveled from dis- 
tant parts of Minnesota to attend the course. Due 
to a necessary limiting of the enrollment, many in- 
terested physicians throughout the state were unable 
to attend. 

This course was one of a series which have been 
conducted in the state under the auspices of the 
Minnesota State Medical Association and the Min- 
nesota Public Health Association, as an important 
part of the campaign for the early diagnosis of 
tuberculosis. Additional courses are contemplated, 
as the success of the plan warrants greater extension 
and development. 
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Horace S. Davis 
1855-1929 


Dr. Horace S. Davis, aged 74, died May 4, 1929, in 
Duluth, following an illness that began when he fell 
January 17 and broke his leg. * 

Born in Marion, Ohio, May 26, 1855, of Virginia par- 
ents, Dr. Davis was educated at the University of Ohio, 
Columbus, Ohio. He took his medical course at Ann 
Arbor for two years, then entered Dartmouth, where he 
was graduated with high honors in 1884. He came to 
Duluth in 1888 to practise medicine and became one 
of the most widely known physicians in the city. He 
took an active part for many years in medical society 
affairs and had been house physician of the St. Louis 
hotel for a number of years. 

He is survived by two daughters, Mrs. Lair Fess, 
Toledo, Ohio, whose husband is a son of Simeon Fess, 
United States senator, and Doris of Duluth, and his 
widow, also of Duluth. 

Dr. Davis was a member of the American Medical 
Association, the St. Louis County Medical Society and 
the State Medical Society. He was a member of the 
Elks and Phi Kappa Psi. 





William E. Browning 
1873-1929 


Dr. William E. Browning, physician and surgeon, 
owner of the Caledonia hospital, died from a cerebral 
hemorrhage, at his home in Caledonia, Minn., May 6, 
1929. He was 56 years old. 

Born in Exeter, Ont., Dr. Browning was graduated 
at McGill University from the school of medicine and 
came to Caledonia in 1900. He established a hospival 
in 1905, and in 1909 founded the present Caledonia 
hospital. 

Dr. Browning was a fellow of the American College 
of Surgeons, a member of his local and state medical 
societies and the American Medical Association. 





Joseph E. Le Clerc 
1868-1929 


Dr. Joseph E. Le Clerc, a practising physician in Le 
Sueur, Minn., for 33 years and widely known in Min- 
nesota American Legion circles, died Thursday, May 9, 
1929, of pneumonia. He was 60 years old. Dr. Le 
Clerc, who was born in Quebec, Canada, came to Min- 
nesota in 1906. He was a veteran of the World War. 
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COMMITTEE ON STATE HEALTH 
RELATIONS 


The Committee on State Health Relations has agreed 
to publish such extracts from the minutes of the meet- 
ings of the Minnesota State Board of Health from 
time to time as may be of interest to the medical pro- 
fession. 

Extract from minutes of Minnesota State Board of 
Health; meeting of Jan. 15, 1929. 

The following resolution was adopted: 

“WHEREAS, Public drinking fountains have largely 
replaced the common drinking cup, and are provided 
in a great many places accessible to the public, and 

WHEREAS, Investigations have shown that disease- 
producing bacteria may be transmitted from one per- 
son to another through the use of improperly con- 
structed or improperly operated drinking fountains, and 

WHEREAS, The observations made by the State 
Board of Health have revealed the presence of in- 
sanitary types of drinking fountains in many public and 
semi-public places through the State, 

THEREFORE, BE IT RESOLVED, That the at- 
tention of the public be drawn to the fact that not all 
drinking fountains are satisfactory, and that to be 
sanitary drinking fountains should conform with the 
following general requirements: 

(1) The jet of water emerging from the fountain 
should be slanting so that discharged water does not 
fall back onto the orifice, 

(2) The orifices from which the water emerges 
should be protected in such a manner that they cannot 
be touched by the lips or be contaminated by drop- 
pings from the mouth or by splashings from the base 
beneath the orifices, and 

(3) An adequate supply of pure water under suff- 
cient pressure properly controlled, should be provided 
in order to insure satisfactory operation of the foun- 
tain.” 

Extracts from Reports of Divisions of State Board 
of Health for the quarter ending March 31, 1929: 

Division oF VITAL STATISTICS 
See Minnesota Mepicine, May, 1929, page 299. 
DIvIsION OF PREVENTABLE DISEASES 
UNDULANT FEVER 


During the quarter seven cases came under observa- 
tion. 


TULAREMIA 


No human cases found during the quarter. One 
quail was found and proved at autopsy to have suf- 
fered from Tularemia. This is thought to be the first 
report of finding Tularemia in quail and so far as 
known this is the first instance of the disease in nature 
in any member of the bird family. 

HYMENOLEPIS DIMINUTA 

One infant was found to be suffering from infesta- 

tions with the rat tape worm, Hymenolepis diminuta. 
DivIsIon OF VENEREAL DISEASES 

Report of social service work, free drugs distributed 

to doctors, University Night Clinic and other clinics 
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and laboratory. During the quarter the laboratory did 
11,397 Wassermanns, 2,106 G. C. Smears, 278 Spinal 
Fluids. 
Division oF CHILD HYGIENE 
The maternal mortality survey is nearly completed. 
There were five regional conferences for public health 
nursing. An analysis of public health nursing in Min- 
nesota is given. 
The legislature made the following appropriations for 
the State Board of Health: 
1930 
. Salaries, including vital statistics....$32,700 
. Supplies and expense. 8,200 
. Providing free antitoxin and other 
biologics 7,675 
. Venereal diseases 17,500 
. For educational activities in connec- 
tion with venereal diseases 5,000 
. Preventable diseases and laboratory 62, 
. Sanitary engineering and laboratory 30,000 
. Protection for maternity and in- 
fancy 
. Indian health work 
. Hotel inspection 


1931 


$34,000 
8,200 








14,575 
17,500 





5,000 
61,500 
30,000 


32,700 
10,000 
28,400 


33,000 
10,000 
37,000 














Ampules Dextrose, U. S. P., 10 Gm., 20 c.c-—Each 
ampule contains dextrose, U. S. P. (New and Non- 
official Remedies, 1928, p. 244) 10 Gm., in distilled water, 
20c.c.; buffered with sodium glycerophosphate, 0.03 per 
cent. Abbott Laboratories, North Chicago. 

Ampules Dextrose, U. S. P., 25 Gm., 50 c.c.—Each 
ampule contains dextrose, U. S. P. (New and Non- 
official Remedies, 1928, p. 244) 25 Gm., in distilled 
water, 50 c.c.; buffered with sodium glycerophosphate, 
0.03 per cent. Abbott Laboratories, North Chicago. 


Pollen Allergen Solutions-Squibb.—In addition to the 


products listed in New and Non-official Remedies, 1928, - 


p. 31, the following products marketed in 5 c.c. vials, 
have also been accepted: Dandelion Pollen Allergen 
Solution-Squibb; English Plantain Pollen Allergen So- 
lution-Squibb; Goldenrod Pollen Allergen Solution- 
Squibb; Perennial Rye Grass Pollen Allergen Solution- 
Squibb; Ragweed (Dwarf) Pollen Allergen Solution- 
Squibb; Ragweed (Giant) Pollen Allergen Solution- 
Squibb; Red Top Pollen Allergen Solution-Squibb ; 
Russian Thistle Pollen Allergen Solution-Squibb; Sun- 
flower Pollen Allergen Solution-Squibb. E. R. Squibb 
& Sons, New York. 

Pollen Allergen Solutions-Squibb—5 c.c. vial pack- 
ages of the following products have also been accepted: 
Bermuda Grass Pollen Allergen Solution-Squibb; June 
Grass Pollen Allergen Solution-Squibb; Mugwort Pol- 
len Allergen Solution-Squibb; Orchard Grass Pollen 
Allergen Solution-Squibb; Sagebrush Pollen Allergen 
Solution-Squibb; Western Ragweed Pollen Allergen 
Solution-Squibb. E. R. Squibb & Sons, New York. 

Tablets Cinchophen-Abbott, 5 grains—Each tablet 
contains cinchophen (New and Non-official Remedies, 
1928, p. 123) 5 grains. Abbott Laboratories, North 
Chicago. 
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Meeting of April 10, 1929 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, April 10, 1929. Dinner 
was served at 7 p. m. and the meeting was called to 
order at 8 p. m. by the President, Dr. C. N. McCloud. 
There were 43 members and 2 guests present. 

Minutes of the March meeting were read by Dr. 
E. M. Jones in the absence of Dr. Drake. 

Dr. W. A. Jones, Minneapolis, read a memorial of 
the life of Dr. Charles F. Nootnagel, former member 
of the Academy. A motion was carried that this be 
made a part of the permanent records of the Academy 
and a copy be sent to Dr. Nootnagel’s family. 

CuarLes Francis NoornacEL was born in New Hol- 
stein, Wisconsin, February 28, 1863. His father, a 
physician, was intellectual, refined and active. His 
mother’s people were foresters of high rank in Ger- 
many. His home training was of the best, and his edu- 
cation in the public schools of Wisconsin and Minne- 
sota proved his ability for he excelled in his work. 

He received his medical education at Ann Arbor and 
Bellevue Hospital Medical College, graduating from the 
latter March 14, 1887. After two years of busy coun- 
try practice in Evansville, Minnesota, he located in 
Minneapolis, where he rapidly developed a large gen- 
eral practice. He was untiring in attendance on his 
patients; he studied and restudied his cases, and read 
diligently and in several languages. He spent the year 
1895 on the Continent, and spent some time with Pro- 
fessor Von Leube at Wurzburg acting as his special 
assistant. Professor Von Leube was attracted to the 
earnest, unassuming worker and urged him to remain as 
his assistant. While in Wurzburg he saw Professor 
Roentgen’s first experiments with the rays. At the 
close of his work with Professor Von Leube he toured 
the Continent, and returned to Minneapolis to resume 
his practice. Working late into the night in order to 
accomplish it, he translated Professor Von Leube’s 
Medical Diagnosis, a most valuable volume. 

In 1910 he returned to the Continent, giving his at- 
tention entirely to the study of pathology and surgery. 
On his return he soon developed a large surgical prac- 
tice. Believing that the prime object of a physician is 
to be of service to suffering humanity, he shirked no 
professional task, day or night, regardless of weari- 
ness or weather, or financial returns. If he saw a pos- 
sible opportunity to improve in any way, he was sure 
to add to rather than subtract from what he knew. 

Dr. Nootnagel’s recreation was found in the woods; 
he was an expert hunter and woodsman, taking keen 
delight in the out-of-doors. He was strong, true, and 
able, self-contained and reserved. His was a great and 
kindly soul. 

Dr. Nootnagel died suddenly on his birthday, Feb- 
ruary 28, 1929, at his home in Minneapolis, 905 West 
48th Street. Surviving him are his wife, a daughter, 
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Mrs. H. W. Spink of Kansas City, and a son, Philip 
Cedric Nootnagel, of Fort Bragg, North Carolina. 
For many years Doctor Nootnagel had been a member 
of the Minnesota Academy of Medicine and one of its 
active workers, a man recognized for his worth and 
high standing in the profession and for his progressive 
ideas in medicine, and his loss will be keenly felt by 
the Academy. He will be greatly missed. 
The Committee: 

W. A. Jones, M.D. 

H. A. H. Bouman, M.D. 

J. W. Bett, M.D., Chairman. 


The scientific program of the evening was as follows: 

Dr. H. E. Ropertson (Rochester) gave a talk on 
“Clinical-Pathological Conferences” and the method of 
conducting these conferences at the Mayo Clinic. 


DISCUSSION 


Dr. A. C. StRACHAUER (Minneapolis): The experi- 
mental work of Dr. F. C. Wood at the Crocker Insti- 
tute, New York, also gives evidence of the resistance 
of the lung to metastasis following the daily gentle 
massage of transplanted tumors in rats. The incidence 
of pulmonary metastasis in the massaged group was 
very greatly increased over the group of control can- 
cer rats in which the lesion was not massaged. In 
addition, the rats killed and autopsied fairly early after 
massage of the lesion showed a very much larger num- 
ber of cancer cells and metastases in the lungs than in 
the massaged rats which were killed and autopsied at 
a later date. The vibratory action of the lung incident 
to the respiratory function was considered in part re- 
sponsible for the “non-takes.” 

Dr. W. F. Braascu (Rochester): Metastases to the 
lungs with hypernephroma may act differently than the 
usual metastases. In a case recently reported by Dr. 
Bumpus the patient had been operated for hypernephro- 


ma a year previously and on making a roentgenogram” 


of the chest metastases were visible scattered through- 
out the lungs. He was given a thorough course of 
roentgen-ray therapy and the metastases disappeared. 
A report from the patient a year later states that he 
is alive and quite well. I do not wish to infer that this 
would be possible very often, however. As a rule where 
multiple pulmonary metastases occur with hypernephro- 
ma, the patient does not live more than a few months. 
Metastases with hypernephroma occur most commonly 
in the lungs. They may cause no clinical symptoms and 
are overlooked unless roentgenograms of the chest are 
made routinely with every case of hypernephroma. 


Dr. W. F. Braascuo (Rochester) gave a talk and 
showed a large series of x-ray films demonstrating 
“Variations in Type of Duplications of the Renal Pel- 
vis and Ureter.” 

DISCUSSION 


Dr. S. E. Swertzer (Minneapolis): I have gotten 
completely out of this sort of work, but Dr. Braasch’s 
presentation is so beautiful that it made me think of 
the work we did years ago. Apparently we were just 
on the threshold of urology at that time and we did 
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not know very much about it. Tonight we see this 
wonderful exposition of the work of Dr. Braasch, and 
I think he is to be congratulated. 

Dr. C. B. Wricut: I would like to ask how fre. 
quently this anomaly occurs? 

Dr. Braascu: I think Dr. Robertson can probably 
answer that more accurately than I can. 

Dr. Ropertson: I should guess that in about 1 per 
cent we have anomalies of the urinary tract, and dupli- 
cation of the renal pelvis in possibly half of these. 

Dr. BraascH: I should guess the same. Pathological 
complications are observed in possibly 10 or 15 per cent 
of these. 

Dr. J. T. Curistison (St. Paul): I would like to ask 
Dr. Braasch how many of these cases of pyclocystitis 
we see in children may be due to anomalies of the 
kidney? 

Dr. BraascH: In recent years both urologists and 
pathologists have demonstrated that anomaly in the 
urinary tract is quite commonly the cause of chronic 
urinary infection in children. This is particularly true 
with infections that do not clear up with the usual 
treatment. : 

Dr. A. ScHwyzer (St. Paul): This astounding ma- 
terial of duplication of the ureter and kidney pelvis is 
surely a most pretty demonstration of the subject. Dr. 
Braasch mentioned that in some cases of duplication of 
the ureter with hydronephrosis of the upper pelvis a 
resection of this part of the kidney was done with 
preservation of the remainder of the kidney. In one 
case of duplication of the pelvis with hydronephrosis 
of the upper separate pelvis I was able to make a 
union between the two pelves through a nephrotomy 
wound over the convexity of the kidney. The symp- 
toms were relieved by this. Today it is twelve years 
since that operation and the man is working every day, 
has had no recurrence of his former pain. Previous to 
the operation, attacks of severe pain had come on every 
four to six months for the last three or four years. 
Whether or not that upper part is functioning, I cannot 
say. 

In another case we had an oval sac at the upper pole 
of the kidney. It was the size of a goose egg. It was 
a rarity through the fact that there was no communica- 
tion between the kidney parenchyma and this upper 
pelvis. The case was not clear at operation, but the 
nephrectomy specimen showed that no tubules opened 
into this sac. The upper one of the two ureter buds 
thus had failed to find its union with the nephrogenic 
tissue which forms the glomeruli and the upper portion 
of the tubules. 

Dr. BrAascH: Your own Dr. Foley has done a lot 
of work in the field of anomalies of the urinary tract. 
Not long ago he described several plastic operations on 
duplicated kidney and one in particular, namely uretero- 
ureterostomy, was extremely original. Much credit 
should be given him for his progressive work. I am 
sorry that he was not here to discuss this paper. 


Dr. D. C. Batrour (Rochester) read a paper, illus- 
trated with numerous lantern siles, on “The Problem 
of Recurring Ulcers.” 
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DISCUSSION 


Dr. Gustav ScHwyzer (Minneapolis): I am very 
glad to have seen the illustration of these cases. It 
will help us a good deal to have received such valuable 
instruction. 

That ulcer of the stomach can occur without any 
symptoms became clear to me when I saw a postmortem 
on one of my colleagues years ago where we found an 
ulcer of the stomach of the size of a half-dollar in a 
young man who had never complained of any stomach 
trouble. 

This morning I operated on a 70-year old man who 
had symptoms of duodenal ulcer, loss of weight, severe 
pain and some obstruction in the pylorus. I wondered 
when I saw the ulcer if it would indicate to some ex- 
tent a carcinomatous growth. I examined the liver, 
pancreas, and the whole abdomen, but there was no 
trace of any malignancy to be found, so I decided to 
make a gastroenterostomy. The thought came to me in 
regard to the so-called graded operation which may 
come into consideration later on with this same man. 
I would think, with x-ray examination from time to 
time, we would be able to see whether or not the ulcer 
is subsiding or increasing or has carcinomatous symp- 
toms. I thought in a man of his age I would do a 
gastroenterostomy. I would like to consult Dr. Balfour 
and see what his opinion is in this case. 

In 1923 a man came to us with gastric symptoms. 
X-ray showed that he had a duodenal ulcer, with a 
history 20 years previous to that time. He gave up 
his work and had gone to a farm, thinking he could 
remedy his trouble. In 1923 we put him on a diet and 
he was in the hands of an internist. His teeth were 
taken care of—in fact, they were all pulled; the ton- 
sils were removed, and the man was getting along fair- 
ly well until April, 1926, when he was brought to us 
in the night with perforation of that ulcer of the du- 
odenum. We closed the ulcer with three purse-string 
sutures and made an anterior gastro-enterostomy with 
enteroanastomosis. The patient recovered splendidly 
and apparently became quite well; he was able to take 
up his work again as streetcar motorman. Six months 
later, that is, in October, 1926, he came back with a 
second perforation—this time from a jejunal ulcer. At 
that time the rigidity was in the left upper abdominal 
region. The ulcer was just a little below the “stoma” 
in the afferent shank of the gastroenterostomy. We ex- 
cised the ulcer and he made a rapid recovery. He fol- 
lowed his usual ulcer diet again when at home; and 
we might say here that he is a man who does not 
smoke nor drink, and follows medical advice to the 
letter. For two years he was well, but last fall (1928) 
he again began to have symptoms of stomach distress 
and a few weeks later, that is, in November, 1928, he 
came to us with his third perforation—another jejunal 
ulcer a little above the site of the former one. Now 
came the question what to do. We figured that by this 
time the pylorus would be sufficiently open for normal 
outlet. This could not be determined accurately from 
the outside. We decided, therefore, to enlarge the ul- 
cer to let the examining finger pass into the stomach 
and through the pylorus. We found the latter wide 


enough open to let the end phalanx of the examining 
finger through. We therefore decided to undo the for- 
mer gastroenterostomy by excising the “stoma” to- 
gether with the ulcer. This was done by resection be- 
tween two clamps, the one on the stomach and the lower 
one on the proximal and distal shank of the jejunum 
sufficiently below the ulcer region. The man left the 
hospital three weeks later and has been feeling well 
ever since, having gained 26 pounds to date since leav- 
ing the hospital, shortly before Christmas, 1928. 

It may be of interest to state that the acidity test in 
December was 72 free HCl and 91 total; while about 
a half month later, in January, 1929, it was 51 free HCI 
and 67 total acidity. We have added to his strict ulcer 
diet a powder which the patient takes after each meal. 
The powder consists of sodium bicarbonate, magnesium 
oxide and bismuth subcarbonate. 

I would like to hear from Dr. Balfour whether he 
thinks we were possibly too conservative in the case of 
the old gentleman mentioned above on whom we did a 
gastroenterostomy. 


Dr. A. T. MANN (Minneapolis): I think we are great- 
ly indebted to Dr. Balfour for the beautifully clear dem- 
onstration which he has given. I always greatly enjoy 
hearing Dr. Balfour because, while he is bold, he is 
conservative in his boldness and I think he must have 
fewer things to retract than most men. This has been 
so beautifully done that there are very few points I 
should care to go over. There is one suggestion. The 
secondary operations are quite rare. If they recurred 
more often than they do, I think possibly we might be 
tempted to do more anterior gastroenterostomies at the 
time of the original operation. In going through the 
mesentery of the transverse colon, in the posterior op- 
eration, the area of anastomosis is certainly very close 
to the vessels which supply the loop of the transverse 
colon, and it is not always an easy thing to undo that 
area of adhesion without interfering with the blood 
supply in some way and possibly inducing a throm- 
bosis in some of those veins afterwards, which might 
necessitate a rather hasty operation afterwards for the 
resection of that portion of the bowel not supplied by 
the normal blood supply. 

The other point I want to mention is more one of 
diagnosis, and that is: I think we sometimes have a 
great deal of difficulty in throwing out a diagnosis of 
chronic cholecystitis. In following these cases of 
chronic cholecystitis, and in the results which we got 
in the early days of our experience, we found that we 
couldn’t tell whether or not we had a chronic cholecysti- 
tis, and I know that a number of our cases had been 
diagnosed as chronic ulcers and had been run through 
by different groups of men, and some of them had 
been run through by two or three groups, and all of 
them made a diagnosis of ulcer and no ulcer was found. 
On the other hand, two of our cases demonstrated to 
be chronic cholecystitis had previously been opened and 
the gallbladder looked at and the abdomen sewed up, 
with the feeling that the diagnosis had been wrong— 
that it had not been a chronic cholecystitis case. One 
of them I did myself, and the other was done by an- 
other man. Both of these patients I operated a second 





392 MINNESOTA MEDICINE 


time two years later. The laboratory findings were of 
chronic cholecystitis. So, it is not always easy to say 
whether a case is one of ulcer or one of chronic 
cholecystitis. 

Dr. C. B. Wricut (Minneapolis): Every time I 
hear Dr. Balfour or see him operate, I regret that I am 
not a gastric surgeon. He makes his work look so 
simple. I was pleased to hear him emphasize the tend- 
ency of ulcers to recur. In the Out-Patient Department 
of the University and in private practice this tendency 
for ulcers to recur after any form of treatment, medi- 
cal or surgical, is constantly brought to our attention. 
Why do ulcers recur? Is it something in the individ- 
ual’s habits, dietetic or otherwise; or is it in the ner- 
vous make-up? Hurst and others have advanced the 
theory that there are certain individuals predisposed to 
ulcer, the so-called “ulcer diathesis.” It may be that 
mild infection has not received the attention it deserves 
as a causative factor in recurrent ulcer. 

In this regard, I wish to mention two cases I saw this 
winter. One of these cases I had treated in 1924 for 
ulcer with severe hemorrhage. He said he had had 
ulcer symptoms for forty years before I saw him, with- 
out knowing the cause. The result was excellent after 
his medical treatment, largely, in my opinion, due to 
the fact that he had the right kind of a wife who was 
a good cook and who had authority enough to maintain 
his schedule. He was well up to Christmas of last 
year, when he developed a severe attack of grippe. 
Two weeks later his ulcer opened and he had another 
profuse hemorrhage. 

Another man had a gastroenterostomy 25 years ago. 
He has had several attacks of bleeding since and also 
attacks of functional obstruction. The last three years, 
however, he has been well. This winter he had an at- 
tack of grippe and in about ten days his ulcer again be- 
gan to bleed. 

Careful investigation of each individual case with the 
idea in mind of trying to explain the recurrence of ul- 
cer might be of help. More and more emphasis should 
certainly be placed on the careful follow-up of cases 
treated either surgically or medically, and the necessity 
for careful supervision for a long period of time should 
be impressed on the patient. 


Dr. J. F. Hammonp (St. Paul): 1 would like to ask 
Dr. Balfour in what percentage of duodenal ulcers, 
when they are diagnosed, would he advice surgical 
treatment? 


Dr. A. R. Corvin (St. Paul): It seemed to me the 
two points which Dr. Balfour stressed were the heal- 
ing by medical treatment, and that surgery does not 
cure as many ulcers as we used to think it did. 

I want to report briefly three cases. The two first 
ones were cases in which I had done a gastroenter- 
ostomy 14 and 13 years before respectively. _Both pa- 
tients had a happy time for 13 and 14 years and 
thought they were cured. Suddenly they almost bled to 
death, without previous symptoms. 

The other case was that of a perforated duodenal 
ulcer, which I saw about a year ago and operated upon, 


[June, 1929} 


just suturing the perforation. Just one year later the 
ulcer perforated in the same place and was sutured, a 
gastroenterostomy also being made. 

While these recurring cases do not deter us from 
operating for ulcers, in conjunction with the fact that 
according to Dr. Balfour’s statistics just given about 
18 per cent get well under medical treatment, a very 
critical selectiveness of operative cases is called for. 


Dr. STRACHAUER: Dr. Balfour’s discussion and pres- 
entation of statistics of the poor results following the 
surgical treatment of ulcer are of the greatest value on 
account of their reliability. The operative procedure 
in gastric surgery has been so standardized, compara- 
tively speaking, and is of such magnitude, that it is 
more important to study the poor results than the suc- 
cesses. However, the results from the surgical treat- 
ment of ulcer are outstandingly and eminently success- 
ful. It is extremely important that an audience of gen- 
eral practitioners should understand that these un- 
fortunate results are of rare occurrence, and that the 
great majority of cases are successful. I think Dr, 
Balfour should give us some statistical evidence to 
that effect. Having done most of the gastric surgery 
at the University Hospital, for the past number of 
years, and based on a rather large experience in this 
field, I am pleased to be able to state that I know of 
only two cases of gastro-jejunal ulcer which developed 
in my series. I think it is important for us to know 
just how rare these occurrences are. 


Dr. C. N. McCroup (St. Paul): I would like to 
have Dr. Balfour touch upon the question of insurance 
in these cases if he would. Some years ago the New 
York Life Insurance Company sent statisticians to make 
an investigation of operated duodenal ulcer cases. On 
the basis of their findings given out, the Companies 
have been led to exercise leniency in these cases. I 


wondered if later statistics would prove that they were 
in error. 


Dr. STRACHAUER: In considering the subject of re- 
currence of ulcer it is extremely important to remember 
the multiplicity of ulcer; that is, that ulcers in the duo- 
denum and stomach are not infrequently multiple and 
occasionally co-exist in both organs. These ulcers, par- 
ticularly those in the posterior wall of the duodenum, 
may not be palpable, and their presence may be dis- 
covered only on the performance of duodenostomy or 
gastrostomy, or in the specimen after resection. There- 
fore, some of the so-reported recurrences may be an 
ulcer that was overlooked at the time of operation. 


Dr. Batrour (in closing): In answering Dr. 
Schwyzer’s inquiry about the patient 70 years of age, if 
the lesion is benign, I would advise nothing further. 
If there is a suspicion of malignancy the patient or his 
family should be so advised and secondary operation 
discussed. The primary purpose, of course, is to re- 
lieve the obstruction. 

Dr. Mann’s remarks on anterior gastroenterostomy I 
think are very timely. It is a good mechanical opera- 
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tion and it can always be done when you are forced into 
something other than posterior gastroenterostomy. The 
question of cholecystic disease is a difficult problem; 
and much more difficult when there is an ulcer. The 
articles which are written on the frequency of chole- 
cystitis with duodenal ulcer can be accepted with some 
reservations. 

In regard to Dr. Wright’s remarks, if the medical 
men would realize that there are a great many of these 
patients who can be kept comfortable, very much can 
be accomplished without surgery to keep these patients 
free of disability. There may be very little disability 
from a duodenal ulcer. As far as infection is con- 
cerned, in activating an ulcer there is a frequent rela- 
tionship. 

Dr. Hammond’s question as to the frequency of op- 
eration is difficult to answer because some patients are 
advised to be operated and decline it, and some pa- 
tients rather over-persuade the surgeon into an opera- 
tion. A safe figure, I should think, would be about 50 
per cent of duodenal ulcers seen are suitable for sur- 
gical treatment. 

I was glad that Dr. Strachauer answered Dr. Col- 
vin’s question. I perhaps should have shown some sta- 
tistics which have been very conclusive to me, that is 
the reports given by physicians who describe what de- 
gree of relief has been given. I know I looked up a 
group one time and found that 88 per cent of those 
physicians had satisfactory results from operation. 

Dr. McCloud’s question as to life insurance statistics 
brings up a very important point. Life insurance com- 
panies continue to accept patients who have been oper- 
ated for duodenal ulcer as good risks. The life 
expectancy of a man who has been operated for 
duodenal ulcer was rather better than the man on the 
street; but in gastric ulcer the subsequent death rate 
was about two and a half times greater than the average 
population group. So far as I know there has been 
no change in their attitude on those cases. 


Dr. M. S. Henperson (Rochester) read a paper on 


“Substitution of the Fibula for the Tibia.” 
slides were shown. 


Lantern 


Presipent McCtoup: I wish to take this opportunity, 
on behalf of the members of the Academy, to thank the 
members of the Rochester group for giving us this 
most instructive program this evening. 


Dr. C. B. Wricut (Minneapolis) reported a case of 
Aortic Aneurysm showing some unusual features. 
X-ray films were shown. (This case will be reported 
in full at a later date.) 


Dr ArNnotp ScHwyzer (St. Paul) demonstrated a 
portion of stomach resected for carcinoma and of the 
remnant of this stomach 24 years later as found at 
autopsy. No recurrence; death from apoplexy. 


The meeting adjourned. 
Cart B. Drake, M.D. 
Secretary. 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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MYXEDEMA HEART, WITH THE REPORT OF 
TWO CASES: Jacob Easton Holzman, M.D., New 
York City, American Heart Journal, February, 1929. 
A case is reported of a man 58 years old who pre- 
sented the typical symptoms of thyroid insufficiency. 

In this case the teleoroentgenogram showed an en- 
largement of the right and left ventricles. The basal 
metabolism rate was —20%. The electrocardiogram 
revealed a low voltage in all three leads, a left ventric- 
ular preponderance, and notching and prolongation of 
the Q. R. S. complexes in all leads. 

After treatment with thyroid substance there was 
clinical improvement in the myxedema, but no demon- 
strable changes were observed either in the x-ray out- 
line of the heart or in the electrocardiogram. 

The second case reported was that of a young man 
of 26 years, whose basal metabolism rate was —18%. 
The -electrocardiogram was not taken in this case. 

Many electrocardiographic studies have been made in 
hypothyroidism. Absent P. and T. waves are well 
known. Widening or notching of the Q. R. S. com- 
plexes and negative T. waves have been described. Low 
voltages are known to occur. All these characteristics 
usually disappear after thyroid medication. 

There are probably two groups of cases of myxede- 
ma heart: those which respond to thyroid therapy, and 
those in which a long standing myxedema and other 
factors produce permanent changes in the myocardium 
which do not permit of a response to thyroid medi- 
cation. 

The so-called “myxedema heart” was first recognized 
by Zondek in 1918. The characteristics features that 
he described were: enlargement of the right and left 
ventricles of the heart, slow pulse rate, normal blood 
pressure and electrocardiographic changes. 

In 1925 George Fahr reported the rarity of the con- 
dition, and stated that he was able to collect only 
eight cases. The cases that he reported responded well 
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to thyroid therapy, and the electrocardiograms became 
normal. 

Sturgess and Whiting administered thyroid gland, 
0.13 grms., three times a day for five days. The pa- 
tient was watched carefully for such untoward signs 
as loss of weight, increased pulse rate, palpitation, 
dyspnea, dizziness, nausea, or a feeling of warmth. 
If these do not appear they continue giving thyroid 
tablets twice a day, continuing it until the pulse is 
about 75. Maintenance doses of 0.12 grms. daily are 
given when a satisfactory basal metabolic rate has 
been reached. These authors advise a careful watch 
for these untoward signs because some patients with 
myxedema have serious cardiac impairment. 

The author further states that not all cases reported 
in the literature are typical examples of myxedema 
heart, as many authors omit electrocardiographic and 
x-ray studies, and it is thought possible that certain pa- 
tients were suffering from coronary disease. 


RicHarp Barpon, M.D. 
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AN ANATOMICAL AND CLINICAL STUDY OF 
INFECTION OF THE HAND: R. Russell Best, M.D. 
(Annals of Surgery, LXXXIX, No. 3, 359-378). The 
author presents a number of illustrations to give an 
anatomical conception of where and how the major in- 
fections of the hand take place. 

In a thenar space infection there is tenderness over 
the area of the thenar space. This area is usually 
distended on the palmar surface and usually on the 
dorsal aspect of the web between the thumb and index 
finger. Extension of the index finger usually results 
in pain. 

Mid-palmar space infection gives tenderness over this 
area with or without loss of concavity of the palm. 
There is pain on extension of the middle, ring and 
usually the little finger. 

Infection of the short tendon sheaths of the index, 
ring, and middle fingers results in a diffuse swelling 
and redness of that digit with tenderness limited to 
the anatomical outline of that sheath. The finger is 
held in a slightly flexed position and there is ex- 
cruciating pain on extension. When the blind proximal 
end of the sheath ruptures into the thenar or mid- 
palmar space there are the added signs of these space 
infections. 

In infections of the synovial sheath of the flexor 
longus pollicis there is swelling and redness over the 
thumb with tenderness over the anatomical outline of the 
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bursa. On extension there is considerable pain and 
tenderness over the flexor surface of the wrist. 

In infection of the ulnar bursa there is Swelling and 
redness of the little finger with excruciating pain on 
extension. The hand is semiflexed at the wrist; usual- 
ly all fingers, and oftentimes the thumb, are partially 
flexed. There is tenderness over the anatomical dis- 
tribution of the bursa. 

Treatment for infections of a tendon sheath or 
fascial space is incision and drainage. Many times no 
drainage material is necessary. A large voluminous 
dressing is applied extending from the hand to a point 
above the elbow. Hot boric acid solution is used and 
should be reapplied every two hours. To provide rest 
in the early stages the arm is splinted on a large pillow, 
After continuing the wet dressings two to four days 
the hand is soaked in hot boric solution two to three 
times a day for about half an hour, followed by dry 
heat for an hour. While the hand is in the hot soak 
and under the dry heat, active and passive motions are 
encouraged. 

Return of function in fascial space infection is usual- 
ly very good but synovial sheath infection can never 
be expected to reach 100 per cent. 

Verne C. Hunt, M.D. 





CARCINOMA OF THE MALE URETHRA WITH 
A TECHNIC OF PENIS EXTIRPATION: C. B. 
Huggins and Geo. M. Curtis (Surg., Gynec. and Obst. 
Vol. XLIII, No. 4. Apr., 1929, 544-548). Carcinoma of 
the male urethra if diagnosed and treated early lends 
itself to favorable end-results. A survey of the litera- 
ture shows 110 cases to have been thus far reported. 
The condition is often associated with chronic infec- 
tion and the treatment of such infection. The usual 
lesion is the squamous celled carcinoma with typical 
pearly-body keratinization. The neoplasm is more com- 
monly situated in the perineal and membranous urethra 
than in the penile urethra. 

The tumor metastasizes late in its course, usually 
to the inguinal glands. 

Difficulty in urination, and infection, are practically 
always associated with carcinoma of the urethra, and 
hemorrhage is frequently noted. 

For lesions in the anterior third of the urethra 
simple amputation of the penis should suffice. For 
urethral carcinoma between this point and the mem- 
branous urethra more extensive removal of the penis 
with perineal implantation of the urethra is indicated. 
For cavernous lesions, the entire penis with the crura 
and urethra down to the membranous urethra should 
be excised. A technic is described for the total re- 
moval of the penis. 

The authors stress the fact that urethral carcinoma 
is rather low in the scale of malignancy and is well 
adapted to surgical treatment, that it is associated with 
a small percentage of periurethral abscesses and urethral 
structures, and that biopsy, which should include the 
urethral mucosa, is the only certain method of diag- 
nosis. 

Joun R. Hanp, M.D. 
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ENTEROSTOMY IN THE TREATMENT OF 
GENERAL PERITONITIS: Orr and Haden, Kansas 
City, Kansas (Arch. of Surg., Vol. 18. No. 5, May, 
1919, 2159-2166). The authors recall the value of 
jejunostomy or enterostomy in the treatment of acute 
intestinal obstruction and review the same treatment in 
general peritonitis. 

There are three main points of view relative to the 
cause of death in peritonitis: 

1. Intestinal toxemia secondary to paresis of the in- 
flamed intestine. Handley supports the above view of 
Pringle of Dublin, stating: “The proximate cause of 
death in suppurative peritonitis is intestinal obstruction. 
The fatal dose of poison is usually absorbed from the 
intestine above an obstruction and not from the peri- 
toneal cavity.” He further adds that peritonitis may 
be universal and not cause death unless obstruction be 
present. 

2. Hypochloremia and dehydration is the cause up- 
held by Gatch, Trusler, Wangensteen and Chunn. 

3. Absorption from an infected peritoneum. David 
and Sparks have shown that colon bacilli will pass from 
the normal peritoneum into the thoracic duct and di- 
rectly into the blood stream. A plastic exudate retards 
passage whereas transudate does not. It seems reason- 
able if bacteria can do this that their toxins might. 

Treatment by enterostomy is based on the obstruction 
part of the picture. The authors add five cases of 
peritonitis with three deaths to an already small list of 
reported cases. ; 


In conclusion the main points for consideration were 
that in doubtful cases of peritonitis enterostomy should 
be used. If proper -technic is used it can do no 
harm and may do much good. The authors also state 
that no treatment for peritonitis should be given to 
the exclusion of large quantities of saline solution to 
relieve the dehydration and hypochloremia. 


CHARLES WILLIAM Mayo, M.D. 





EXCISION OF THE THYROID ISTHMUS FOR 
RELIEF OF PRESSURE: Frank H. Lahey (Surg., 
Gynec. and Obst., Vol. XLVIII, No. 4, Apr., 1929, 
498-500). Thyroiditis is frequently associated with 
throat infections, involves the entire gland and predis- 
poses to myxedema. Occasionally a féeling of pressure 
is experienced by the patient with thyroiditis that may 
be relieved by the excision of the thyroid isthmus. 

Patients with carcinoma of the ‘thyroid occasionally 
develop the sensation of pressure as do patients with 
thyroiditis. In carcinoma of the thyroid one lobe is 
usually larger than the other and there may be asso- 
ciated glandular adenopathy. Excision of the thyroid 
isthmus gives patients with carcinoma of the thyroid 
relief from pressure symptoms. Removal of the pre- 
thyroid muscles allows the gland to lie immediately be- 
low the skin, which is an important factor in subse- 
quent x-ray therapy. 

Joun R. Hann, M.D. 
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BEHAVIOR PROBLEMS IN CHILDREN UNDER 
THREE YEARS OF AGE: Margaret E. Fries, M.D. 
(Arch. of Ped., Vol. XIV, No. 11, November, 1928). 
When treatment of mind and body go hand in hand, 
equal emphasis will be placed on both phases of develop- 
ment and the result will be a better balanced child. 


For the earliest development of the infant, the feel- 
ing of security and protection is essential. This must 
give way gradually to the feeling of personal achieve- 
ment, which should be strengthened by encouragement 
from the family. Only too frequently is the first phase 
over-emphasized and prolonged. 


Essentially, each child will show individual differences 
in reactions, but there is a similarity in them which 
serves as a guide to the early recognition of mal- 
adjusted behavior, for instance,—crying when left alone, 
refusing to go to sleep unless the light is lit or the 
mother stays in the room, being hypercritical about food 
or refusing to be weaned from the breast or bottle. 


Experience has shown that it is advantageous to 
prepare every child to meet new and difficult situations. 
A normal child will find it comparatively easy to ad- 
just himself, but one who deviates somewhat from the 
normal behavior will find it difficult. 


Influencing the behavior of a child through direct 
approach is important, but of greater effect is that pro- 
duced through a change in attitude of the people 
surrounding him. A child is sensitive and responds 
readily to each member of the family and it is there- 
fore essential that they all are in harmony in helping 
the child to advance. 


AN EXPERIMENTAL STUDY OF THE USE OF 
UNSWEETENED EVAPORATED MILK FOR THE 
PREPARATION OF INFANT FEEDING FORM- 
ULAS: McKim Marriott, M.D., and Ludwig Schoen- 
thal, Dr. Med. (Arch. of Ped. XLVI, No. 3). In the 
light of our experiences, it is difficult to understand 
why evaporated milk has not been more extensively 
used in infant feeding. 

A large or tough curd cannot be formed in the 
stomach or in vitro from evaporated milk. This change 
in the physical properties of the casein is due in part 
to the heat treatment and in part to the process of 
homogenization to which the evaporated milk is also 
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subjected. The protein is more completely digested 
from heat-treated milk and does not appear as protein 
curds in the stools. 


The lactalbumin is partially denatured by heating but 
its nutritional value is not impaired. That the protein 
of evaporated milk is readily available for nutrition has 
been demonstrated by Willard and Blunt and by 
Mojonnier. 


Heating does not alter the chemical character of the 
fat of milk but the fat globules are broken up into 
much finer particles. The sugar of milk is practically 
unaffected by the heating and evaporating process. 

Mineral Constituents: Evaporated milk is at least 
as good a source of calcium and phosphorus for human 
nutrition as pasteurized milk. The “buffer value” of 


evaporated milk closely approximates that of natural 
milk. 


Vitamins: A supplementary supply of the C vitamin 
must be given in the form of orange or tomato juice 
as in the case of infants fed on pasteurized or boiled 
milk. 

There was no evidence that the feeding of evapo- 
rated milk led to vomiting, distention, colic, diarrhea or 
loss of appetite. The results of evaporated milk feed- 
ing of newly born infants appear to us to indicate that 
this form of milk is readily digestible and well utilized 
by very young infants. The development of the in- 
fants fed on evaporated milk as evidenced by the time 
of dentition, sitting alone, walking, and so forth, was 
normal. They consider the results in the case of these 
premature infants as possibly the most convincing evi- 


dence of the suitability of evaporated milk for infant 
feeding. 


ATROPINE FEVER IN EARLY INFANCY: Park 
J. White, M.D., St. Louis (Amer. Jour. of Dis. of 
Children, Vol. XXXVII, No. 4, April, 1929). In cer- 
tain cases, atropine produces an abrupt rise in tempera- 
ture, even in average dosage. 

Indications for the use of atropine in early infancy: 
Pyloric stenosis and gastro-enterospasm, commonly mis- 
called pylorospasm. 

Incidence of atropine fever: Four, or 13.8 per cent, 
of twenty-nine patients in the hospital with bona fide 
gastro-enterospasm, without parenteral infection, de- 
veloped fever unquestionably due to the use of atropine. 
Three, or 9.4 per cent, of thirty-two private patients 
developed fever due to atropine. None of the twenty- 
two patients in the hospital with uncomplicated con- 
genital pyloric stenosis, all given atropine, developed 
fever. 

It is interesting that two of the patients in the hos- 
pital with uncomplicated gastro-enterospasm developed 
leukocytosis after the administration of atropine. 

The length of time required for the production of 
fever with atropine seems to vary. The fever usually 
starts three or four hours after oral or subcutaneous 
administration—with the peak in from six to eight 
hours—and disappears after the drug is discontinued. 
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RETROPHARYNGEAL ABSCESS: Roy A. Bar- 
low, M.D., Madison (Annals of Otol., Rhinol. and 
Laryng., 1929, XXXVIII, 1). The occurrence of retro- 
pharyngeal abscess is sufficiently frequent to warrant 
a brief discussion of the condition and”a consideration 
of its characteristics. Wood describes the retropharyn- 
geal collection of lymphatic glands as consisting of 
two lymphatic glands back of, or under, the pharyngeal 
mucosa, in front of the aponeurosis of the tendon and 
vertebral sheaths, and laterally in close relationship to 
the great vessels of the neck. Various writers have 
stressed the etiologic importance of otitis media, ac- 
cessory sinusitis, tonsillitis and the exanthemata. 
These various centers of infection may cause the sup- 
purative degeneration of the retropharyngeal nodes, but 
it may be stated broadly that retropharyngeal abscess is 
most likely due to extension or invasion from upper 
respiratory infection. 

The clinical picture of retropharyngeal abscess is ap- 
parently seen most frequently in children of from one 
to three years of age. The symptoms are those of 
pharyngeal or post-nasal obstruction. There is diffi- 
cult breathing; difficulty in swallowing is common, and 
pain in the ear is frequently noted. The voice or cry 
simulates a peculiar squawk or brassy sound. The 
condition of the patient is quite toxic. He usually 
refuses to lie down, preferring to lie forward or to 
remain in an upright position. Objectively the patient 
looks ill. He breathes with mouth open. A large 
swelling is apparent in one side of the neck. The 
pharyngeal wall is swollen and bulging forward on 
one side just behind the anterior pillar. Palpation is 
most important; if abscess is present there~is severe 
pain to the patient when the examining finger en- 
counters the soft, fluctuating mass. 

Treatment is incision, and this surgical interference 
is done preferably in the hospital. The suction appara- 
tus should be in readiness so that when the abscess is 
incised longitudinally the pus may be evacuated with 
the suction. It is well to explore the region with the 
finger. The massage is instrumental in evacuating re- 
sidual pus, and in addition the exploration gives the sur- 
geon an idea of the condition of the pharynx. The 
after-care is simply that of watchfulness to prevent 
refilling of the cavity. The examiner must bear in 
mind the similarity of the clinical picture of retro- 
pharyngeal abscess to aneurysm of the carotid artery, 
lymphosarcoma, fibroma and cervical Pott’s disease as- 
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sociated with erosion of the upper cervical vertebra. 
There is one other condition which, while not identical, 
should be mentioned, and that is rotary dislocation of 
the cervical vertebra. In this condition there is a his- 
tory of trauma. 

ArtHur C. Dean, M.D., F.A.CS. 
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ROENTGEN RAY THERAPY IN CERTAIN 
FORMS OF LUNG TUBERCULOSIS IN CHIL- 
DREN: Bokay, Zoltan, V., M.D. (Jahrbuch fur Kind- 
erheilkunde, vol. lxxiii, 18-29, February, 1929). Bokay 
reports a series of 29 cases of hilus gland tuberculosis 
associated in many instances with small areas of pul- 
monary tuberculosis, which he has treated by roentgen 
irradiation. The technic of treatment is accurately 
described. Briefly stated, a dose of 20 to 50 per cent 
of the human erythema dose was applied through large 
thoracic areas, the treatment being repeated three or 
four or five times with four week intervals. Such ap- 
plications were found to be entirely without dangerous 
or unpleasant sequela. A maximum rise of one to two 
degrees C. was noted. Nausea or collapse was never 
encountered. 

Of the 29 cases, all improved rapidly. As a rule 
within two weeks following the irradiation the tempera- 
tures had reduced to normal, appetite and color im- 
proved. In most cases three treatments, and at most a 
fourth or fifth, were found necessary to produce a pro- 
longed arrest or cure. Relapse or renewed activity oc- 
curred in three instances and again responded to a 
second course of treatment. Cachectic children or 
those with more extensive disease processes, were 
treated with somewhat reduced amounts of irradiation 
applied at longer intervals. No cases of advanced pul- 
monary tuberculosis were accepted for treatment. 

The author advocates this form of therapy because 
of the rapid and certain results obtained and because 
of the great social and economic advantages as con- 
trasted with the prolonged care in sanatoria and hospi- 
tals under the usual régime of sun and rest therapy. 


Individual case ‘histories of the 29 patients are given. 


Frances A. Forp, M.D. 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 





BOOKS RECEIVED FOR REVIEW 


A Surcicat Dracnosis. J. Lewi Donhauser, A.M., 
M.D., F.A.C.S., Clinical Professor of Surgery, Al- 
bany Medical College; Associate Surgeon, Albany 
Hospital; Attending Surgeon Child’s Hospital, Al- 
bany. 799 pages. Illus. Price, $10.00. New York: 
D. Appleton & Co., 1929. 


THe TecHnic or LocaL ANESTHESIA. Arthur E. 
Hertzler, A.M., M.D., Pu.D., LL.D., F.A.C.S. Pro- 
fessor of Surgery University of Kansas; Surgeon to 
the Halstead Hospital, Halstead, Kansas, etc. 284 
pages. 4th edition. Illus. Price, $6.00. St. Louis: 
C. V. Mosby Company, 1928. 


Tue Curmacteric (The Critical Age). Gregorio Mara- 
non, Professor of Medical Pathology, Madrid Gen- 
eral Hospital; Member Royal National Academy of 
Medicine. Translated by K. S. Stevens. Edited by 
Carey Culbertson, A.B., M.D., F.A.C.S. 425 pages 
Illus. Price, $6.50. St. Louis: C. V. Mosby Com- 
pany, 1929. 


TUBERCULOSIS AND How To Comsat It. Francis M. 
Pottenger, A.M., M.D., LL.D., F.A.C.P., Monrovia, 
Calif. 2nd edition. 275 pages. Price, $2.00. St. 
Louis: C. V. Mosby Company, 1928. 


INJECTION TREATMENT OF INTERNAL HEMORRHOIDS. 
Marion C. Pruitt, M.D., L.R.C.P., S. (Ed.) F.R.CS., 
(Ed.) F.A.C.S., Associate in Surgery, Medical De- 
partment, Emory University, etc. 137 pages. Illus. 
Price, $3.00. St. Louis: C. V. Mosby Company, 
1929, 





DISEASES OF THE GALLBLADDER AND BILE 
DUCTS. A book for practitioners and students. 
Evarts Ambrose Graham, A.B., M.D.; Warren Henry 
Cole, B.S., M.D.; Glover H. Copher, A.B., M.D.; and 
Sherwood Moore, M.D. Illustrated with 224 engrav- 
ings and 8 colored plates. 447 p. Price $8.00. Phil- 
adelphia: Lea & Febiger. 1928. 

Graham and his collaborators have summed up their 
knowledge of gallbladder physiology and pathology in 
their book entitled, “Diseases of the Gallbladder and 
Bile Ducts.” This book is a very complete and fair 
presentation of the work of themselves and others on 
this subject. 

Half of the book is devoted to the authors’ method 
of radiographic and functional diagnosis of cholecystic 
disease. The material is presented in as nearly an un- 
biased manner as is possible for the originators. Em- 
phasis is placed upon the fact that cholecystography re- 
veals the function of the gallbladder at the time the 
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test is made and the authors make no claims to in- 
terpret past history or prognosis by means of the 
shadows. 

For anyone interested in gallbladder disease from the 
standpoint of the surgeon, internist or radiologist, this 
is a very valuable book and cannot be too highly recom- 
mended. Although Dr. Graham’s treatment of chol- 
ecystic disease is entirely surgical, no matter at what 
stage it is discovered, and there is only a bare mention 
of so-called non-surgical drainage and medical treat- 
ment, the internist should be acquainted with all the 
information contained in this book. 

Huco O. Attnow, M.D. 





SYPHILIS. Henry F. Hazen, A.M., M.D., Prof. of 
Dermatology and Syphilology, Medical Department, 
Georgetown University. Second Edition. 643 pages. 
Illus. $10.00. St. Louis: C. V. Mosby Co., 1928. 
This text treats the subject of syphilis thoroughly. 

Chapters dealing with the clinical course and manifes- 

tations of the disease are well written and concise. 

Diagnosis and treatment are discussed in considerable 

detail. 

The results of careful study and broad experience 
are evident in this work. 

L. R. Critcurietp, M.D. 
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THE FIFTH AVENUE HOSPITAL CLINICS. kg. 
itorial Board, Milton Raisbeck, M.D., chairman, et gj 
336 pages. Illus. $5.00. New York: Paul B. Hoeber 
Inc., 1927. 
This book is attractively arranged, with numerous 

photographs of the exterior and interior of the hospital 

scattered through the book. 

. It consists essentially of short articles based on ma- 

terial presented at the semi-monthly staff meetings of 

the hospital. There are twenty-six subjects presented, 

Space does not permit a review of these individual sub- 

jects. They include material from the various depart- 

ments of medicine, surgery, pediatrics, urology, etc. 

There are some case reports, and some original ar- 
ticles. The latter deal either with problems in medicine 
and include reviews of the literature, or in some cases 
discuss matters of more general interest, such as the 
Gorgas Memorial and preventive medicine. 

There is also a chapter on the management of the 
Dietary Department with a discussion of various spe- 
cial diets, including infant feeding. 

The book is well supplied with illustrations, copies 
of roentgenograms, diagrams, and tables which make 
the various articles easy to read and understand. 


Warner Ocpen, M.D. 





WANTED—A pathologist for full time work. St. 
Paul Clinical Laboratories, 159 West 3rd Street, Saint 
Paul, Minn. Telephone, Cedar 6821. 





GIRL QUALIFIED TO DO X-RAY, Physiotherapy, 
Laboratory Technique, also Secretarial work, wishes 
position in Doctor’s office, small hospital, or clinic. 
Good references. Twin Cities preferred. Address 

D-21, care MINNESOTA MEDICINE. 


GOOD OPENING for doctor in Kelliher, Minnesota. 
If interested write Christ Eggen, Kelliher, Minn. 





WANTED JULY—Minnesota graduate, completing in- 
ternship, wishes locum tenens or association with 
established reputable physician. Address John F. 
Pohl, City Hospital, Saint Louis, Missouri. 


FOR SALE—Practice in southwestern Minnesota. Will 
sell for price of equipment. Good opening. Compe- 
tition right. Address D-20, care MINNESOTA MEDICINE. 





LOCUM TENENS WANTED by experienced physi- 
cian. Licensed in Minnesota. Address D-23, care 
MINNESOTA MEDICINE. 





FOUND —lIn one of the seats at the Masonic Temple, 
Saint Paul, following the annual meeting of the Min- 
nesota State Medical Association, a Dunhill pipe. 
Anyone having lost a pipe, please communicate with 
Dr. J. T. Christison, 4th floor Hamm Building, Saint 
Paul, Minn. 





WANTED~—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


BETHANY HOSPITAL, 3701 Bryant Avenue South, 
Minneapolis, is equipped to care for limited number of 
maternity cases at a nominal fee. New building. 
Light, airy rooms. Good food. Call Colfax 0016 
or in person at above address. 


FOR SALE—One of best unopposed country practices 
in Southeastern Minnesota. Excellent dairy and agri- 
cultural center. No property to buy, except office 
equipment. Address D-18, care MINNESOTA MEDICINE. 


FOR SALE—Minnesota, general practice yielding $8,000 
cash annually. Unoppused, town over 500 located in 
thickly settled rich dairying country 45 miles from 
Twin Cities. Use cars year around on good grav- 
eled roads, all of which are kept open in winter with 
snow plows. Leaving to specialize. Address D-22, 
care MINNESOTA MEDICINE. 
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